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HE idea of a collagen disease began 
T just a short time ago (1942)! and 
was limited to the domain of the 
internist. But diseases which are wide- 
spread in the body sooner or later interest 
all branches of medicine. There is now 
considerable surgical importance in this 
group of lesions. 
The limits of the ‘“‘connective tissue dis- 
eases,” more often called the “collagen 
diseases,” have not been well demarcated. 
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It would be useless, therefore, to attempt 
a rigid definition. It does seem, though, 
that the concept is becoming broader but 
less specific, and it is becoming less and 
less plausible to speak of a disease as 
either a collagen disease or not one. Just 
as one speaks of the allergic “components” 
of a disease,” so, perhaps, a large number 
of conditions, some of them very common, 
may have a “collagen disease component.” 
Table 1 lists most of these as hereditary or 
acquired, local or general processes of 
various kinds. Before deciding that such 
an assemblage of seemingly diverse lesions 
cannot possibly have any family resem- 
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A sketchy survey has been made 
of the rapidly increasing number of 
conditions known as the connective 
tissue diseases or the collagen dis- 
eases. 

More detailed attention was given 
to two diseases of especial surgical 
importance, polyarteritis nodosa and 
scleroderma. Special and variant 
forms of these are presented in tabu- 
lar form. 

Since surgical biopsy is a frequent 
means of making or confirming the 
diagnosis in this group of diseases, 
the issues involved in biopsy are 
discussed. 











blances, one should look at a chart in 
McKusick’s book,*? which shows how a 
defect in a single component of the con- 
nective tissues, in his example an elastic 
fiber, can end up in a wide variety of 
cutaneous, cardiovascular, ocular and skel- 
etal disturbances. 

The connective tissue diseases make up 
conditions in which widely different patho- 
logic lesions result from changes either in 
connective tissue fibers or in interfibrillar 
spaces, in the latter case usually the deposit 
of substances on or between the fibers. 
The collagen and the elastic tissues of 
vascular structures are especially vulner- 
able. Because of the ubiquity of connec- 
tive tissues and vessels in almost all tis- 
sues, the susceptibility of practically every 
organ is easy to understand, as is the fre- 
quency with which many structures, even 
many organ systems, show simultaneous 
or successive involvement. 

It is hardly necessary to point out to 
the surgeon that he has an obvious interest 
in hernia and bone deformities such as 
occur in Marfan’s syndrome and in others 
of the conditions listed in Table 1. I must 
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regretfully limit the discussion here to the 
connective tissue diseases in the stricter 
view, the group indicated in the table as 
the hyalinoses, and to only the most im- 
portant of these. The diseases in this 
group, like all the connective tissue dis- 
eases, share the same sites, the same 
pathogenetic loci. They have two other 
general properties in common. They share 
(1) general etiologic mechanisms and (2) 
pathogenic mechanisms. These two prop- 
erties have a gray zone of intersection 
where they cannot always be told apart. 

1. One must be careful to consider 
etiologic mechanisms, not single etiologic 
events or substances. Repeatedly, through- 
out this group, one encounters evidences 
of hypersensitivity, arteritis, hypergam- 
maglobulinemia, cryoglobulinemia, plas- 
macytosis, fibrinoid degeneration, amyloi- 
dosis and other forms of hyalin. 





TABLE 1.—Classification of Connective 
Tissue Disease 





I. Hyperplasia 

1. Hereditary 

(a) Keloid 
2. Acquired 
(a) Senile elastosis 

Il. Hypoplasia—deficiency 

1. Hereditary 
(a) Marfan’s syndrome 
(b) Ehlers-Denlos syndrome 
Acquired 
(a) Vitamin C deficiency 
(b) Excessive corticoids 
(c) Lathyrism (proprionitriles) 
(d) Other chemical substances (7?) 
(e) Dissecting aneurysm (7?) 
III. Hyalinoses—interstitial deposits 

1. “Fibrinoid Degeneration”—“collagen 
disease” in common usage 
(a) Polyarteritis nodosa 
(b) Acute disseminated lupus 

erythematosus 

(c) Scleroderma 
(d) Dermatomyositis 
(e) Thrombotic thrombocytopenia 
Symptomatic “fibrinoid degeneration” 
(a) Rheumatic fever 
(b) Rheumatoid arthritis 
(c) Miscellaneous hypersensitivities 
Miscellaneous hyalin deposits 
(a) Amyloidosis (and paramyloidosis) 
(b) Diabetes mellitus 
(c) Hurler’s syndrome 


2. 
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Some of these are no doubt related to 
each other or are the result one of the 
other. Hypersensitivity has been called 
“the only clue” to this group,* and some of 
the conditions, especially polyarteritis no- 
dosa, have been reproduced by using 
hypersensitivity mechanisms. 

2. Clinical and pathologic features of 
this group often coexist in the same pa- 
tient. This may result in uncertainty as 
to which disease name (label) to use for 
some patients, or in citing them as in- 
stances of the simultaneous occurrence of 
two or more of them. I have seen a patient 
who could fairly be said to have had acute 
disseminated lupus erythematosus, sclero- 
derma, dermatomyositis and polyarteritis 
nodosa, and others have reported the same 
or similar combinations. This can mean 
only that the disturbances share patho- 
genetic mechanisms. 

I have described the general pathologic 
picture of the hyalinoses elsewhere® and 
shall not detail them here. 

Biopsy in the Diagnosis of Connective 
Tissue Diseases.—Biopsy is frequently 
used in the diagnosis of many collagen 
diseases, and in most institutions the sur- 
geon is called upon to perform it. The 
value of the procedure depends in part on 
the surgeon’s understanding of certain 
basic propositions. 

Although the lesions of the connective 
diseases are disseminated, they are not 
diffuse or uniformly distributed. It is pos- 
sible to miss them if only small bits of 
tissue are examined, and the chance of 
finding them increases with the volume of 
tissue examined. I attempt, therefore, to 
observe the following rules: 

1. The biopsy specimen should always 
include skin and subcutaneous tissues and 
muscle. 

2. The size of the pieces should be as 
large as is consistent with a good func- 
tional and cosmetic result. 

3. The pathologist should embed all the 
tissue he receives and make step sections 
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Fig. 1.—Appendix; polyarteritis nodosa. Every 

branch of blood vessels in submucosa is center of 

nodule of inflammation. Note larger nodule at 
root of mesoappendix. 


we 3: 


Fig. 2.—Colon; polyarteritis nodosa. Elastic tis- 
sue stain. Note destruction of elastic tissue at 
right, with beginning microaneurysm. 


through all the blocks. I have found a 
single typical polyarteritis nodosa lesion 
in only one of sixteen slides made. 

4. The diagnosis of a connective tissue 
disease may be made or confirmed by 
biopsy but it can never be ruled out in 
this way. 

With these precautions, skin and muscle 
biopsies are worthwhile aids in diagnosis, 
although some workers deny this. In the 
institution I serve, 50 per cent of the cases 
of polyarteritis nodosa examined by biopsy 
disclose lesions that make or confirm the 
diagnosis. The results are even better 
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with scleroderma, particularly if the scle- 
rotic lesions are examined with polarized 
light.°* In cases of dermatomyositis the 
diagnosis is nearly always made by biopsy. 

The diagnosis of acute disseminated 
lupus erythematosus by skin or muscle 
biopsy is disappointing. The diagnosis 
has been made on needle puncture biopsy 
of the kidney. Fortunately the two-hour 
blood clot examination is available and is 
a reliable diagnostic aid. 

Amyloidosis has been diagnosed by 
biopsy of the skin, tongue, liver and kid- 
ney, but far simpler and safer is a gum 
biopsy.? When hepatic involvement is pro- 
nounced, the liver becomes brittle and 
cracks upon needle puncture; fatal hemor- 
rhage has occurred. One should therefore 
avoid needle biopsy of the liver when 
amyloidosis is suspected. Biopsy during 
laparotomy is not contraindicated, since 
complications, if any, can be cared for 
immediately. Sigmoidoscopic biopsy of the 
rectum is said to be used, but I have had 
no experience with it. 

Thrombotic thrombocytopenia purpura 
could, I suppose, be diagnosed by biopsy, 
but the procedure is to be avoided because 
of the tendency toward bleeding. 

Polyarteritis Nodosa.—Polyarteritis no- 
dosa (periarteritis nodosa—Kussmaul and 
Maier) may affect the vessels of any organ 
in the body or any combination of organs. 
Lesions of isolated organs are very uncom- 





Fig. 3——Temporal arteritis. Lesion in this case, 
as in most, was bilateral. 
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mon. They usually occur, however, in or- 
gans of vast surgical importance, the gall- 
bladder and the appendix, and are usually 
removed for what seems to be banal gall- 
gladder or appendical disease. Sometimes 
patients with lesions of the gallbladder 
later show evidence of disseminated dis- 
ease, but appendical lesions are usually 
solitary. I have seen localized lesions in 
areas irradiated for carcinoma (cervix 
uteri, 3 times; breast, once). In all these 
cases of localized disease the individual 
lesions are identical with those in cases of 
dissemination. The disseminated type of 
disease I shall call classic polyarteritis no- 
dosa, because of the lack of agreement as 
to whether it is the same or a different 
“arteritis” from hypersensitivity and 
other forms of arteritis (see discussions) .” 

Classic polyarteritis nodosa affects most 
frequently the coronary, renal, hepatic, 
cholecystic and mesenteric vessels, al- 
though, as has been stated, any vessel may 
be involved. The surgeon should be ac- 
quainted with the two last mentioned, be- 
cause symptoms referable to the right 
upper abdominal quadrant, as well as ab- 
dominal crises, are common. On laparot- 
omy, often required by good judgment in 
spite of the subsequent paucity of relevant 
observations, the only pathologic lesions 
may be nodules the size of a pinhead, or 
smaller, along the arteries beneath the 
serosa of the gallbaldder or in the mesen- 
tery. Instead of presenting as nodules, 
the lesions may be so close together that 
the vessel seems uniformly thickened and 
only the microscope discloses the nature 
of the process. Lesions causing infarction 
of the bowel and intestinal obstruction are 
uncommon, but such a one is here de- 
scribed in the case report here presented. 

The lesions of polyarteritis nodosa have 
been produced by injecting large amounts 
of foreign proteins into a variety of ani- 
mals, first by Rich.® It is supposed that 
similar antigen-antibody reactions are 
common among the ways in which the dis- 
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ease can be produced in man, but usually 
there is little or no indication of what the 
antigen may be. Specific infections have 
been shown to be responsible, especially 
those due to streptococci and tubercle ba- 
cilli..° The sulfonamides are among the 
more common drugs implicated, but the 
antibiotics are beginning to rival them. 
The following case* shows the relation 
with startling clarity : 


A man 74 years old had been receiving 
Gantrisin for an infection of the urinary 
tract. For one week before admission to the 
hospital he had been weak and had had 
vomiting and diarrhea. Edema appeared on 
the backs of both hands. On the following 
day a hemorrhagic rash appeared over the 
ankles and petechiae on the abdomen. Dur- 
ing the next week definite intestinal ob- 
struction developed. With a suggested diag- 
nosis of polyarteritis nodosa, operation was 
performed. A 35 cm. segment of small bowel 
was removed, the center of which was gan- 
grenous. Histologic examination disclosed 
typical lesions of polyarteritis nodosa, some 
of them (Fig. 2) with microaneurysms. Re- 
covery was good after a stormy course. 

One month later evidence of the renal in- 
fection recurred. In the absence of his own 
physician, the patient was inadvertently 
given Gantrisin, 0.5 Gm. four times a day. 
The very next day the temperature rose to 
102 F.; he had generalized pruritus, then a 
hemorrhagic rash and pain in one foot. The 
Gantrisin was immediately stopped and pyra- 
benzamine given, but the lesion of the foot 
went on to gangrene. Leukocytosis developed 
(15,000 leukocytes per cubic millimeter of 
blood), with eosinophilia (13 per cent eosino- 
phils). The leg was amputated, and histologic 
examination showed lesions of polyarteritis 
nodosa. 


Temporal Arteritis—A number of spe- 
cial forms of angiitis more or less resemble 
polyarteritis nodosa; they are listed in 
Table 2. Surgically, the most important 
is temporal arteritis. 

Classic polyarteritis nodosa has no 
characteristic predilection as to age or sex. 
In contrast, temporal arteritis occurs most 





*This case will be reported in full by Dr. George Bodon 
and myself. 
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TABLE 2.—Special Forms of Angiitis 





I. More or Less Disseminated Forms 
1. Acute 
Hypersensitivity arteritis 
2. Subacute and chronic 
Classical polyarteritis nodosa 
3. With granulomatosis 
“Wegener’s granuloma” 
Malignant granuloma 
Midline granuloma 
4. Erythema nodosum 
II. More or Less Localized Forms 
1. Local polyarteritis nodosa, esp. of ap- 
pendix or gall bladder 
Postirradiation 
Temporal arteritis 
Mammary angiitis (Mondor) 
Salivary and lacrimal angiitis (Sjégren) 
Rheumatoid arteritis 


PAS St 








TABLE 3.—Special Forms of Scleroderma 





1. Scleroderma of heart (interstitial fibrosis) 
2. Scleroderma of lungs 
Interstitial fibrosing pneumonitis 
(Hamman-Rich) 
Pneumosclerosis compacta 
Pneumosclerosis cystica (acquired pulmo- 
nary cysts) 
Scleroderma of esophagus 
Fibrosis and ulceration of esophagus 
Scleroderma of bowel 
Fibrosis of small and large intestine 
Scleroderma with Sjégren’s syndrome 
Scleroderma with calcinosis 
Thibierge-Weissenbach syndrome 
Scleroderma arthropathy 
Scleroderma with ochronosis 


PA AM PB yw 





commonly in elderly men. It is usually bi- 
lateral, and the patient seems much more 
ill than the visible indications seem to 
warrant. It usually ends in recovery, al- 
though symptoms may last for weeks or 
months. Arteries in the scalp other than 
the temporals are involved, and lesions of 
other cerebral vessels lead to severe head- 
ache and ocular symptoms. The surgeon’s 
interest in this lesion stems from the prac- 
tice of excising the visibly affected por- 
tions of the arteries on the supposition 
that this hastens recovery. I am not com- 
pletely convinced that this is so; certainly 
there is no good control series. Excision 
is, however, a relatively benign procedure 
and does furnish the pathologist good his- 
tologic material. 
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Scleroderma.—The cutaneous manifes- 
tations of both localized (morphea) and 
generalized scleroderma have long been 
known, and visceral lesions have been 
described in cases of the latter as ‘‘com- 
plications.” It is becoming clear, however, 
that the visceral lesions are an integral 
part of the disease.'' They may be more 
impressive than the skin manifestations or 
may even dominate the clinical picture, an 
idea which is reflected in the alternate 
name progressive systemic sclerosis.’* Re- 
cently the idea has come to be accepted 
that visceral forms may exist apart from 
the cutaneous lesions and may explain con- 
ditions for which the terms “primary” or 
“idiopathic” have served to shield profes- 
sional ignorance. As a result, a number 
of special forms of scleroderma are recog- 
nized, the most important of which are 
listed in Table 3. All of these may follow 
or precede cutaneous lesions or may exist 
independent of them. 

The surgeon is especially interested in 
gastrointestinal lesions.'* Fibrosing le- 
sions of the esophagus, with or without 
ulceration, are the commonest of these. 
The stomach is rarely involved. Lesions 
of the small intestine are common; lesions 
of the large bowel, much less so. Symp- 
toms and signs of intestinal obstruction, 
frequently chronic or recurrent, are com- 
mon manifestations, but acute episodes 
may require operation—ileostomy, colos- 





. 





Fig. 4—Mammary angiitis (Mondor). 
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tomy or resection. Chronic constipation 
and other clinical and roentgen changes in 
motility or tone are to be seen. There is 
no mechanical obstruction, and even the 
fibrosis does not produce mechanical nar- 
rowing. The fibrosis is submucous and sub- 
serous and tends to replace the muscularis, 
especially the external circular muscle 
layer. Fibrosis is prominent in the in- 
trinsic neural apparatus, gradually re- 
placing ganglion cells and nerve trunks. 
This leads to changes in motility and bowel 
tone and is probably responsible for the 
failure of the bowel to respond to drugs 
or other stimuli.'* 

The connective tissue in the wall of the 
bowel shows the same changes as does that 
in the skin.** The fibers are broader and 
straighter than normal and are much more 
anisotropic in polarized light (Fig. 5). 

In a large number of cases of sclero- 
derma Raynaud’s phenomenon is exhib- 
ited, and there may be roentgen evidence 
of trophic bone absorption in the fingers 
and toes. Calcinosis is common, either 
preceding other evidences of the disease or 
occurring late in its course. 

The appearance of a patient with full- 
blown scleroderma is striking. The face 
is rigid, with few wrinkles in the forehead. 
The cheek bones are high, tight and shiny, 
with lazily drooping eyes (Holbein facies) .* 
There are tiny radiating wrinkles about 
the corners of the mouth. The hands lie 
semiflexed, in the favorite position of the 
sufferer from Parkinson’s disease but 
without the tremor. The general appear- 
ance may be of great help in diagnosis. 

Surgical Implications of Steroid Ther- 
apy.—To the items aforementioned as 
shared by the connective tissue diseases 
there is an important one to add, namely, 
the favorable reaction to steroid therapy. 
There may be some doubt as to whether 
these substances have ever completely and 
permanently cured, but they certainly have 
the ability to relieve acute crises and to 
prolong life for many years. It would be 
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remarkable if such potent substances were 
entirely harmless; indeed, complications 
are well known, and some of them are im- 
portant to surgeons. 

Experiments on animals have demon- 
strated the ability of steroids to disrupt 
wounds and to prolong or interfere with 
wound healing. It is very doubtful whether 
this occurs in the human patient with the 
doses ordinarily employed. With pro- 
longed use telangiectasis develops in the 
skin, and this may be accompanied by in- 
creased fragility of the collagen, local 
hemosiderosis and atrophic scarring. 

In the local lesion of any of the collagen 
diseases the action of steroids is mainly 
on the inflammatory component and not at 
all on the necrotizing component. It fol- 
lows, therefore, that relief from the gen- 
eral symptoms may be striking, while the 
incidence of ruptured necrotizing lesions, 
especially in cases of polyarteritis nodosa, 
is just as great as ever. 

The effect of steroids on patients with 
a history of peptic ulcer is well known. 
I have observed several deaths from mas- 
sive hemorrhage in such persons. Anatom- 
ically, the hemorrhage was in general the 
same as those observed in patients man- 
aged without steroid therapy,’ except 
that the ulcers seemed more acute and 
the necrotizing element much more severe. 
Scars of previous ulcers are usually pres- 
ent. It is likely that in cases in which 
there is a very old history of ulcer there 
is no reactivation of the old ulcer but a 
rapid conversion to new hemorrhagic 
erosion into a peptic ulcer. 

Prolonged use of steroids tends to re- 
duce the function of the adrenal glands or 
the hypophysis or both. The development 
of new and safer steroids will increase the 
period over which they can be used. This 
may have consequences not yet known. One 
of my patients with scleroderma has died 
with an adenoma of the hypophysis. This 
may have nothing to do with the steroid 
therapy used, but the incidence of such 
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Fig. 5.—Colon; scleroderma. A, resected dilated 
portion. B, section in polarized light. Replacement 
of outer muscularis and subserosa by thick, 
straight, highly double-refractile collagen fibers. 


phenomena must be watched. Finally, 
there may be other and still unknown con- 
sequences of steroid therapy. Complica- 
tions, known and unknown, do not contra- 
indicate the use of potent substances, but 
they do require positive indications and 
the avoidance of indiscriminate use. 


RESUME 


L’auteur expose une bréve étude du 
nombre de cas en augmentation rapide 
connus sous le nom d’affections du tissu 
conjonctif ou d’affections collagénes. 

Deux affections revétant une importance 
chirurgicale particuliére sont étudiées de 
fagon plus approfondie: la polyarthrite 
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noueuse et la sclérodermie, dont des for- 
mes spéciales et des variantes sont présen- 
tées sous forme de tableau. 

Du fait que !’on recourt souvent a la 
biopsie chirurgicale pour poser ou con- 
firmer le diagnostic dans cette catégorie 
d’affections, les résultats de la biopsie sont 
discutés. 


RIASSUNTO 


Viene fattauna rapida rassegna di tutte 
le affezioni che vengono descritte come 
malattie del tessuto connettivo o collage- 
nopatie. 

In particolare ne vengono trattate due, 
specialmente importanti dal punto di 
vista chirurgico: la poliarterite nodosa e 
lo scleroderma, con tutte le loro varieta’. 

La biopsia rappresenta il mezzo piu’ 
frequente e importante per fare la dia- 
gnosi di tali malattie o per confermarla; 
viene, pertanto, discusso l’interessamento 
dei vari tessuti accessibili alla biopsia. 


RESU MEN 


El autor presenta una relacién sucinta 
de las dolencias que, cada vez en mayor 
numero, se encuadran dentro del grupo 
conocido como enfermedades del colageno 
o enfermedades del sistema connectivo, 
haciendo hincapié en las de mayor impor- 
tancia quirtrgica, esto es, la periarteritis 
nudosa y la esclerodermia, haciendo una 
clasificacién de sus formas clinicas. 

Puesto que la confirmacién del diagnoés- 
tico se hace mediante la biopsia, se dis- 
cuten los hallazgos posibles de la misma. 


ZUSAM MENFASSUNG 


E liegt ein skizzenhafter Uberblick iiber 
die rapide anwachsende Zahl von Erkran- 
kungen vor, die als Bindegewebskrank- 
heiten oder Kollagenkrankheiten bekannt 
sind. Auf zwei dieser Zustande, die von 
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besonderer chirurgischer Wichtigkeit sind, 
wird naher eingegangen, namlich auf die 
Polyarteriitis nodosa und auf das Sklero- 
derm. Verschiedene und ungewohnliche 
Formen dieser beiden Erkrankungen 
werden tabellarisch dargestellt. 

Da bei dieser Krankheitsgruppe die 
Diagnose haufig durch die chirurgische 
Probeexzision gestellt oder bestatigt wird, 
werden die mit diesem Untersuchungsver- 
fahren verbundenen Probleme erortert. 
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Artificial Bile Ducts in the Management of 
Congenital Biliary Atresia: A Clinical Report 


JULIAN A. STERLING, M.D., Sc.D., F.A.C.S.* 


PHILADELPHIA, PENNSYLVANIA 


RTIFICIAL bile ducts have been used 
in the cases of 51 infants with 


congenital biliary atresia between 


April 1956 and September 1960.1 Of these, 
20, or 40 per cent, have survived for pe- 
riods varying from three months to more 
than three years. The prosthetic bile ducts 
employed during these four years include 
(a) the original silver Southey tube;? 
(b) modifications of this tube by an in- 
crease to 5 and 7 cm. in length and to 
2 and 3 mm. in diameter; (c) silver tubes 
as described in (b) plasticized by a coat- 
ing of Teflon, and (d) several varieties 
of a plastic “biliary tree’* with 4 to 6 
branches originating from the major 
trunk. 

The gallbladder and the common bile 
duct may be patent in babies with atre- 
sia of the biliary ducts as Streeter* had 
indicated, since the gallbladder is formed 
from an anlage different from that which 
forms the hepatic parenchyma. The he- 
patic epithelium retains an ability to dif- 
ferentiate into the various components 
of the liver; for example, the basic 
embryonal hepatic cell has been dem- 
onstrated by Streeter* to be capable of 
forming hepatic duct or bile duct epithe- 
lium (parenchymatous tissue and cana- 
liculi). 

Recently, Sir Roy Cameron® determined 





*Senior Attending Surgeon, Albert Einstein Memorial 
Center, and Assistant Professor of Surgery, Graduate School 
of Medicine, University of Pennsylvania. : 
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The results obtained by implanta- 
tion of prosthetic bile ducts into the 
livers of 51 infants with congenital 
biliary atresia are described. The 
author lists the types of prostheses 
employed and explains the details 
of the implantation technic. 











that the damaged liver tissue associated 
with biliary atresia is able to return to 
normal after surgical anastomosis be- 
tween a dilated functioning duct and 
bowel. Return to histologically normal 
liver has also been observed in areas of 
the hepatic parenchyma that are drained 
by use of artificial bile ducts. 
Operative Procedure.—Four operative 
procedures were used for the introduction 
of artificial bile ducts into babies with 
congenital biliary atresia. 
1. Creation of an external fistula.°® 
2. Creation of a _liver-to-gallbladder 
fistula. In these, the gallbladder 
communicated, by means of an in- 
tact cystic and common duct, with 
the duodenum (Fig. 1). 

3. Creation of a fistula from the liver 
to the small bowel (Fig. 2). 

4. Creation of a liver-to-stomach fis- 
tula (Fig. 3). 

Results (see table).—Four of the 7 
babies with external fistula’ died within 
eleven days after the operation. The other 
3 survived for six to twenty-four months. 
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Results in December 1960, 
Three Months to Four Years After Operation 





Died Mortality, % 


Procedure 


Number’ Alive 





External 

fistula 7 0 7 100 
Gallbladder 

fistula 4 2 2 50 
Intestinal 

loop (pouch) 17 6 11 65 
Intestinal limb 

(Roux en Y) 5 3 2 40 
Stomach 18 9 9 50 
Total 51 20 31 60 





Bile drainage did not continue after two 
to four months in 2 of these infants. 

Two of 4 babies in whom a gallbladder- 
liver fistula was established died within 
two months after the operation. The other 
2 have survived, at the time of writing, 
for eleven to forty months. Bile was pres- 
ent in every one of these babies’ bowel 
movements and has persisted in those of 
the 2 who are still alive. 

On 17 babies an intestinal pouch served 
as a hepatoenteric fistula. Bile is present 
in the stools in 3 of the 6 babies who 





Fig. 1.—Hepatocholecystostomy, done when gail- 
bladder communicates through intact cystic and 
common ducts with duodenum. In this case, gall- 
bladder having been opened, six silver tubes were 
placed to communicate with hepatic parenchyma. 
Peritoneal reflection overlying common bile duct 
has been opened to visualize atretic cords of 
hepatic ducts. 
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are still alive (fifteen to twenty months). 
In babies who did not survive the opera- 
tion (six hours to eight months), bile in 
the intestinal content was present in 6, 
intermittent in 3 and absent in 2. 

In 5 babies a “Roux en Y” hepatoen- 
teric fistula was established. Two with 
bile survived seven and fifteen months, 
respectively. Three babies died within five 
days after the operation; bile was present 
in the intestinal tract of 1. One died six 
months after the operation at the age of 
eighteen months, without bile in the in- 
testinal tract. 

In 18 babies a gastrohepatic fistula was 
established. Nine survived from four to 
fourteen months. Bile was present inter- 
mittently in the stools of 1 baby; it was 
present almost constantly in those of the 
others. Nine babies in this series died 
between ten hours and three months after 
the operation. Bile was noted in the bowel 
stools of 5 of the 9. 

Of the 51 patients, 20 have survived 
for periods ranging from four to forty 
months. Seventeen of the 20 survivors 
have bile in the intestinal tract. 

The appearance of bile in the intestinal 
tract was not constant. 


COM MENT 


Artificial bile ducts were used in the 
cases of 51 infants between April 1956 
and September 1960, in an attempt to 
establish a biliary fistula. These infants 
underwent a variety of operative proce- 
dures and showed kaleidoscopic hepatic 
defects. Their ages ranged from 314 
months to 3 years. 

As a result of a study of the 51 babies, 
a definite procedure is now recommended, 
based upon safety in the insertion of the 
tubes, efficiency in the drainage of he- 
patic parenchyma and the desire to avoid 


j 


damage to any small residual and hidden v4 


bile ducts that may be draining such seg- 
ments of the liver as the caudate lobe. 
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The value of the use of artificial bile 
ducts depends upon: (1) the accuracy 
of the histologic diagnosis; (2) recogni- 
tion of extrahepatic biliary ducts (dis- 
section and cholangiogram); (3) the 
extent of change within the hepatic pa- 
renchyma, and (4) the ability of the liver 
cells to return to normal. 

The livers of infants with biliary 
atresia are hobnailed. The cut section 
shows multiple tawny nodules. There are 
occasional segments of normal liver, and 
some of these are beneath the hepatic 
capsule. A wedge biopsy, therefore, may 
not give adequate information; a needle 
biopsy is preferred. Microscopically there 
are areas of fibrosis and of hepatic disor- 
ganization. Under high power, fibrosis 
and disorganization are observable in the 
portal triad; bile ducts of significant cal- 
iber cannot be seen. Under higher power, 
stasis is apparent within the cells and in 
some of the bile canaliculi. In other sec- 
tions there may be bile duct proliferation, 
in many instances without bile. 

Anatomic diagnosis depends upon 
meticulous dissection, informative chole- 
cystocholangiographic study and the iden- 
tification of fluid in the biliary tract. 

“ As a rule, a baby with atresia of the 
biliary ducts does not survive beyond a 
period varying from six months to a year. 
Rarely, such an infant may survive for 
five or ten years or longer. 

\. The serum bilirubin levels in this series 
were not as high as might have been ex- 
pected. Since no bile at all has passed 
into the intestinal tract, one would expect 
these levels to be astronomic. In actual 
fact they are usually no higher than 15 
mg. per hundred cubic centimeters. The 
direct bilirubin level in this series was 
between 10 and 12 mg. It was noted 
that, after placement of the artificial bile 
duct, the serum bilirubin content 
creased and remained elevated for several 
weeks, after which it subsided. 


in- 


CONGENITAL BILIARY ATRESIA 


STERLING: 





Fig. 2.—Enterohepatic fistula established over 

nine silver tubes. Jejunal pouch has been fixed to 

liver. Jejunojejunostomy is made beneath meso- 
colon. 





{3 as 
Fig. 3.—Hepatogastric fistula made by use cf six 
silver tubes and one plastic biliary tree. 





The following procedure is recom- 
mended for babies with atresia of the 
hepatic duct (biliary atresia) : 
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1. Establish the diagnosis, anatomically, 
roentgenographically and histologically. 

2. Perform gastrohepatostomy, using 
silver cannulas and a plastic tree with 
artificial bile ducts. Cholecystohepatos- 
tomy can be performed with the pros- 
theses in use. 

Since the hepatic and other changes are 
progressive, operation should be per- 
formed as soon as the diagnosis is estab- 
lished. 

RIASSUNTO 


In 51 casi di atresia delle vie biliari 
extraepatiche vennero messi nel fegato dei 
dotti biliari artificiali (Aprile 1956-Set- 
tembre 1960). In 20 si ebbero delle soprav- 
vivenze da 3 mesi a 3 anni, e in 17 di tali 
bambini si osservo’ la presenza di bile nel 
tratto intestinale. 


SUMARIO 


Em 51 criancas com atresia do dutto 
biliar, foram éstes substituidos por outros 
artificiais, no figado (Abril 1.956 e Setem- 
bro 1.960). Vinte criangas sobreviveram 
por periodos variando de 3 méses a mais 
de 3 anos. Em 17 déstes, observou-se bile 
no trato intestinal. 


RESUME 


Des cholédoques artificiels ont été placés 
dans le foie de 51 nourrissons atteints 
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d’atrésie du canal biliaire (avril 1956 4 
septembre 1960). L’auteur a constaté des 
périodes de survie variant de 3 mois a plus 
de trois ans chez 21 nourrissons; chez 17 
d’entre eux, de la bile a été observée dans 
le tractus intestinal. 


ZUSAM MENFASSUNG 


Von April 1956 bis September 1960 
wurden bei 51 Kleinkindern mit Gallen- 
gangsverschluss kiinstliche Gallenwege in 
die Leber eingesetzt. Zwanzig Babys 
haben die Operation drei Monate bis mehr 
als drei Jahre iiberlebt, und bei 17 von 
diesen wurde Galle im Darmkanal beob- 
achtet. 
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We are the creatures of imagination, passion and self-will, more than of reason, 


or even of self-interest ... Even in the common transactions and daily intercourse 
of life, we are governed by whim, caprice, prejudice or accident. The falling of a 
teacup puts us out of temper for the day; and a quarrel that commenced about 


the pattern of a gown many end only with our lives, 


—Hazlitt 
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Congenital Anomalies of Intestinal Rotation 


HALL G. HOLDER, M.D., F.A.C.S., F.LC.S., D.A.B. 


LA JOLLA, CALIFORNIA 


rotation may produce symptoms of 

chronic or acute intestinal obstruc- 
tion at any age. Most infants with this 
condition present symptoms during the 
first two weeks of life. 

Adults with rotational disorders are 
generally divided into three groups: First, 
those with chronic or intermittent symp- 
toms since childhood treated only after 
maturity; second, those with no previous 
history of distress or with chronic ab- 
dominal complaints is whom severe com- 
plications and symptoms of intestinal ob- 
struction develop. The diagnosis in these 
cases is difficult and usually cannot be 
made prior to an acute attack unless a 
gastrointestinal series or a barium enema 
demonstrates the abnormal] distribution of 
the large and small bowel. 

There are three stages of rotation of the 
intestinal tract. The first occurs while the 
midgut loop occupies the umbilical stalk. 
During this time the loop becomes elon- 
gated and rotates counterclockwise 180 
degrees on the axis of the superior mesen- 
teric vessels. The second stage comprises 
the return of the midgut to the peritoneal 
cavity with further rotation of 90 degrees. 
The ultimate position at the end of this 
phase is a total counterclockwise rotation 
of 270 degrees from the sagittal plane. 
During the third stage the duodenum, the 
mesentery and the descending portion of 
the colon become fixed to the posterior ab- 
dominal wall, the cecum occupying the 
postnatal position in the right lower 
quadrant. 


‘Se ONGENITAL anomalies of intestinal 
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The numerous case reports on bi- 
zarre intraperitoneal relations, ex- 
cept for those in which the hernia- 
tion of viscera through peritoneal 
and omental defects, or the presence 
of abnormal bands producing ob- 
struction, represents alterations in 
normal intestinal rotation and fixa- 
tion. Anomalies of intestinal rotation 
in man can be demonstrated by ex- 
periments on the feline intestinal ” 
tract. 

A logical approach to therapy is 
outlined. 











The cat family has a mesenteric ali- 
mentary canal from the thoracic dia- 
phragm to the pelvic diaphragm. The 
viscera of the cat are, in their general 
proportions, similar to those of man. The 
viscera of the cat can therefore lie in any 
position in the abdominal cavity allowed 
by the length of the mesentery. The ab- 
normal positions of human viscera can 
therefore readily be duplicated in this 
animal. I have presented a motion pic- 
ture demonstration of this subject on a 
cougar in cooperation with the Research 
Hospital of the San Diego Zoo. 

Normal Rotation.—To demonstrate nor- 
mal rotation of the human gastrointestinal 
tract, all of the small bowel of the cat. is 
grasped in the left hand, palm downward 
and fingers toward the thorax. As the 
hand is turned over or supinated, the in- 
testinal tract will be rotated about the 
superior mesenteric vessels as an axis. The 
duodenum will pass behind these vessels 
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transversely, and the large bowel will 
cross in front of them. It should be 
readily apparent that this rotation could 
be arrested at any point, producing the 
next category, malrotation or incomplete 
rotation. The significant point is that the 
intestinal tract turns counterclockwise 
about the superior mesenteric vessels as 
the surgeon faces them. Obviously the 
greatest movement occurs at the extreme 
end, the duodenum and the cecum. 

Incomplete Rotation or Malrotation.— 
In this category there may be an extrinsic 
block to the terminal portion of the duo- 
denum, caused by congenital bands. Also, 
because of the failure of posterior fixation 
of the mesentery, there may be volvulus 
of all or part of the bowel arising from 
the midgut about the superior mesenteric 
vessels. 

Obviously there are many intestinal pat- 
terns that are intermediate between com- 
plete nonrotation and normal postnatal 
rotation. Some of these are incomplete 
rotation; others consist of rotation into 
abnormal positions. It is evident that the 
possible anomalies in this group are al- 
most unlimited. Normal posterior mesen- 
teric fixation does not occur. Abnormal 
congenital bands are frequently present. 
These may lead to kinking and obstruction 
or volvulus. 

Nonrotation.—In nonrotation the colon 
is arranged on the left side of the perito- 
neal cavity, while the duodenum comes 
down vertically from the stomach to lie 
parallel and to the right of the superior 
mesenteric vessels. The entire small in- 
testinal mass lies on the right side of the 
peritoneal cavity. The terminal portion 
of the ileum enters the colon from right to 
left. In the large bowel it is often dif- 
ficult to distinguish the hepatic and splenic 
flexures, since the entire mass is folded 
upon itself and lies on the left side of the 
peritoneal cavity. The duodenum may be 
fixed or free. 
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Reverse Rotation.—Reverse rotation is 
a rare anomaly in which the midgut ro- 
tates in the opposite, or clockwise, direc- 
tion 90 degrees from the primary site or 
position. The transverse portion of the 
colon takes its position behind the superior 
mesenteric artery and the duodenum. The 
jejunum also crosses anteriorly, and as its 
mesentery becomes fixed the right trans- 
verse portion of the colon is enclosed in a 
tunnel. The development of obstruction 
at this point depends upon the tightness 
of the jejunal mesentery. In this anomaly 
the cecum and ascending colon frequently 
are not fixed by the mesentery to the pos- 
terior abdominal wall. Obviously, in re- 
verse rotation the colon cannot be placed 
in a normal position. This may be demon- 
strated on the cat by grasping all of the 
small intestinal mass in the right hand, 
the fingers toward the thorax. By supinat- 
ing the right hand one will place the cecum 
behind the mass of small intestine and its 
mesentery and will have rotated the duo- 
denum over the top of the superior mesen- 
teric vessels. Here again the superior 
mesenteric vessels act as the axis of rota- 
tion. 

Internal Hernia.—It is now assumed 
that most internal hernias or concealed 
umbilical hernia are the result of malro- 
tation. Actual hernia of the intestine 
through a defect in the mesentery or 
through normal or abnormal orifices in the 
parietes should be excluded from this cate- 
gory. Concealed umbilical hernia, as re- 
constructed by Papez, represents a per- 
sistence of the peritoneal sac that earlier 
extended into the umbilical stalk at the 
sixth week of development. An infant 
born with an omphalocele illustrates the 
non-return of this sac. Because of the 
adhesions of the duodenum to this em- 
bryonic peritoneal sac, the sac and its con- 
tents can be stripped out of the umbilical 
stalk as a unit and returned to the ab- 
dominal cavity. When this condition is 
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observed at laparotomy, if the sac appears 
on the left side of the peritoneal cavity 
encasing the small intestinal tract, normal 
rotation has occurred. When the sac ap- 
pears on the right side, nonrotation of the 
intestinal tract has taken place. Always 
associated with this anomaly are numerous 
adhesions of the sac to the duodenum and 
the first portion of the jejunum. 


Surgical Therapy—tin the surgical 
treatment of these conditions I prefer a 
transverse laparotomy incision after ade- 
quate preparation of the patient. Wide 
exposure of the entire gastrointestinal 
tract allows evisceration of the small 
bowel and facilitates detorsion if this is 
necessary. Important landmarks for orien- 
tation are the stomach, the proximal por- 
tion of the duodenum and the splenic 
flexure of the colon, which are usually 
normally situated. It is important to in- 
vestigate the entire intestinal tract, from 
the duodenum to the lower segments of 
the sigmoid flexure, dividing obstructing 
bands and removing compromised or divi- 
talized intestine. In cases of reverse ro- 
tation left colectomy may be necessary, 
with reestablishment of the continuity of 
the gastrointestinal tract and end-to-end 
ileocolostomy distal to the point of ob- 
struction. Bypass by side-to-side ileo- 
transverse colostomy may be feasible if 
the blood supply to the right half of the 
colon has not been compromised and if this 
procedure provides adequate drainage of 
the closed loop obstruction in the right 
half of the colon. In cases of concealed 
umbilical hernia it is important to em- 
phasize the fact that relief of the obstruc- 
tion should always be approached from the 
distal end of the sac, that is, where the 
terminal portion of the ileum emerges. 
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HOLDER: ANOMALIES OF INTESTINAL ROTATION 
RESUME 


Sauf pour la hernie viscérale due 4 des 
affections péritonéales et épiploiques, les 
nombreux cas rapportés dans littérature 
ayant trait 4 des relations intrapérito- 
néales inhabituelles des viscéres 4 des 
stries péritonéales anormales produisant 
une obstruction, décrivent des altérations 
de la rotation et de la fixation intestinale 
normales. 

Le fait qu’il se produit effectivement des 
anomalies de la rotation intestinale est il- 
lustré par des études sur le tractus intes- 
tinal du chat. Une voie d’accés chirurgicale 
logique est décrite. 


RIASSUNTO 


Eccettuati i casi di ernia vera dei visceri 
attraverso forami peritoneali o omentali, 
tutti gli altri casi di ostruzione attribuiti 
ad anormali relazioni fra i visceri e bande 
o briglie peritoneali sono invece da con- 
siderare come dovuti a defetti di rotazione 
e fissazione dell’intestino. 

La frequenza delle anomalie nella rota- 
zione intestinale e’ provata dagli studi sul 
tratto intestinale dei felini. Viene indicato 
un metodo di terapia chirurgica. 


SUMARIO 


Com excecéo feita para herniacéo de 
visceras através de defeitos peritoniais e 
omentais, os numerosos casos relatados 
dizendo respeito a relacées bizarras intra- 
peritoniais das visceras e tiras anormais 
produzindo obstrucaéo, representam altera- 
cdes na rotacao e fixacao intestinal normal. 

O fato de ocorrerem anomalias da rota- 
cao intestinal é ilustrado por estudos do 
trato intestinal felino. Descreve um método 
lé6gico de terapéutica cirurgica. 











Duplication of the Terminal Portion of 


the Ileum as a Cause of Intestinal 


Obstruction in Infants and Children 
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AND 
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in the newborn and children one is 

confronted with difficult problems in 
diagnosis. If the right lower abdominal 
quadrant is involved one is inclined to 
think of appendicitis or intussusception, 
since these are most frequently encoun- 
tered. 

Our intention in this paper is to em- 
phasize another etiologic factor that is 
seldom thought of. This clinical entity 
is acute obstruction of the small intestine 
in infants and children caused by dupli- 


‘¢ DAILY treatment of “acute abdomen” 
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The author presents a new method 
of obliterating the saphenous veins, 
which in his hands has given ex- 
cellent results. It eliminates the need 
of distal injection during ligation and 
insures that no sclerosing solution 
will be spilled into the wound; it also 
permits resection of a longer seg- 
ment of the vein than usual. The end 
result is complete obliteration of the 
veins without injection. 
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cation of the ileum. In most cases the 
diagnosis is accidentally made under 
direct vision during a laparotomy or dis- 
covered at autopsy. Duplication of the 
alimentary tract is a rare congenital 
anomaly,! but not as rare as had been 
assumed until 1940.2 Potter*® encountered 
duplication of the alimentary tract twice 
in more than 9,000 fetal and neonatal 
necropsies. 

As to the incidence of intestinal ob- 
struction caused by duplication of the 
terminal portion of the ileum and ileocecal 
valve, it is noteworthy to mention that 
the latter obstructive factor (contained 
in the terminal portion of the ileum) is 
rare. 

The earliest description of a duplication 
of the terminal ileum, which caused in- 
testinal obstruction and the death of an 
infant 11 days old, was made by Fraenkel 
(cited by Moore and Battersby‘) in a 
necropsy report published in 1882. 

Reginald Fitz in 1884 probably em- 
ployed the term “duplication” for the 
first time, but since then, because of 
great variety in localization and the lack 
of an adequately satisfactory embryo- 
genetic theory, we have found reported 
terms in the literature, e.g., “enteric cyst,” 
“enterogenous cyst,” “ileum duplex,” 
“giant diverticula” and “reduplication.” 
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As all these malformations have simi- 
lar histologic structures, Ladd and Gross*® 
in 1939 suggested classification of all cystic 
lesions at various levels of the alimentary 
tract under the term “duplications of the 
alimentary tract.” 

Duplication is most common along the 
ileum and in the ileocecal region; the next 
most common location is within the 
thoracic cage or within the colon and 
rectum. The remainder occur in the je- 
junum, the duodenum and the stomach. 
The duplications present themselves in 
two forms, spherical and tubular. 

The spherical duplications occur most 
frequently in the terminal portion of the 
ileum, near the ileocecal juncture. The 
larger ones generally cause intestinal ob- 
struction; the smaller ones tend more to 
act as leading points for intussusception. 
The cysts near the ileocecal valve do not 
attain a large size, because early in their 
development they obstruct the intestinal 
lumen. 

Clinical Picture.—Duplications of the 
small intestine may occur at any time 
from infancy to old age. There is no clear 
evidence of any sexual or racial predom- 
inance. The lesion may be asymptomatic 
for many years and so be discovered only 
accidentally. The symptoms may be acute 
and may appear abruptly in the form of 
intestinal bleeding, intestinal obstruction 
or abdominal pain. The intestinal bleed- 
ing occurs in most cases in which tubular 
duplications are lined with gastric mucosa. 
The bleeding occurs as a result of ulcer- 
ation of the gastric mucosa (peptic ulcer), 
caused by the intestinal secretion. The 
abdominal pain may be caused by dis- 
tention of the cyst wall or may be due 
to contraction of the smooth muscles of 
the intestinal wall. The intestinal ob- 
struction is mechanical and is caused by 
pressure of the tumor on the intestinal 
wall or by its projection into the intestinal 
lumen. 
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One almost never arrives at the correct 
diagnosis, since the differential diagnostic 
list is rather lengthy and the condition 
is easily confused with other and more 
common abdominal lesions. Even an all- 
important diagnostic sign such as a “pal- 
pable mass” in the right lower abdominal 
quadrant is usually mistaken for periap- 
pendicular abscess, intussusception, mes- 
enteric cyst or omental cyst. 

Roentgenographically the picture is of 
considerable help in diagnosis of dupli- 
cations in the thoracic cage or in the 
stomach or colon, but in the small in- 
testine only general signs of obstruction 
or compression of the bowel may be ob- 
served. 

Embryopathogenesis. — Three accepted 
theories of the embryopathogenesis of in- 
testinal duplication exist, according to 
Gross :° 

1. The theory of sequestration, which 
postulates the pinching off of a group 
of cells from the primitive gut and thus 
accounts for the development of an ad- 
jacent cyst. 

2. The theory of diverticular formations 
(Lewis and Thyng’). These diverticula, 
occurring in various portions of the fetal 
alimentary tract in pigs, rabbits, cats, 
sheep and human beings, offers a possible 
explanation, in view of the rather fre- 
quent occurrence of such diverticula in 
the ileum. 

8. The theory postulated by Bremer,* 
which states that the development of the 
alimentary tract after the solid stage may 
give rise to hollow structures. This is due 
to the formation of multiple vacuoles, ap- 
pearing late in the solid stage, within 
the cellular mass, which later coalesce 
and intercommunicate, so that a single 
hollow tube is created and owing to its 
failure to fuse with the main gut, cre- 
ates a duplication. 
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In our opinion, the first theory (“se- 
questration”) is the most appropriate 
theory of embryopathogenesis, owing to 





Fig. 1—A, ileocecal region showing oval tumor 

mass contained in terminal portion of ileum, 

partly projecting into lumen of intestine. B, tumor 
opened, revealing its cystic nature. 





Fig. 2.—Histologic appearance of layers of du- 
plication and their relation to terminal ileal wall. 
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the frequent presence of different types of 
mucous membranes in the duplication. 


General Pathologic Notes.—Histologic 
Preture of Outer Coats: The possession 
of a well-developed coat of smooth muscle 
several millimeters thick and consisting 
of two or three layers is a feature com- 
mon to all duplications and thus enables 
one to differentiate the anomaly from 
lymphatic or chylous cysts, the walls 
being considerably thinner. 


Histologic Picture of Inner Coats: The 
epithelial lining of a duplication always 
mimics some part of the alimentary tract 
but does not necessarily consist of mucosa 
of the level at which the duplication is 
attached. 


Connection with Intestine: In the vast 
majority of cases there is firm union be- 
tween the duplication and the intestine, 
owing to coalescence of the muscular 
coats of the two where they come to- 
gether and fuse with a common wall. The 
adherent lumen of the duplication may 
or may not communicate with the lumen 
of the adjacent alimentary tract. Usually, 
a clear colorless mucoid fluid fills the 
cavity, secreted by its own mucosa. Some- 
times the fluid is under such high pressure 
that necrosis and sloughing of the lining 
mucosa occurs, thus causing the fluid to 
be cloudy or hemorrhagic. 


Treatment.— The surgeon must be 
aware of the fact that the duplication 
is situated almost always on the mesen- 
teric side of the bowel. It usually shares 
a blood supply with the adjacent normal 
intestinal tube, and the internal muscu- 
lar wall is common as well. This fact 
complicates surgical treatment; no at- 
tempt should be made to dissect away 
the lesion, therefore, since in order to 
do so it would he necessary to open the 
intestine and impair its blood supply. 
In 1934 the mortality rate associated with 
primary resection of the intestine reached 
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79 per cent (Hughes-Jones”) ; Waugh,” in 
1939, urged rejection of primary surgi- 
cal anastomosis. In those days marsupiali- 
zation was also suggested. 

Modern operative and anesthetic tech- 
nics, with adequate preoperative treat- 
ment, have been responsible for the 
favorable results of primary resection 
during the years just past. 

It is the consensus that this surgical 
technic is a unique method of treatment. 
For poor surgical risks in a state of de- 
hydration, the Mikulicz technic for ex- 
teriorization of the involved loop should 
be employed. 


REPORT OF CASES 


CASE 1.—W. D., a boy aged 4% years, was 
admitted to the pediatric ward on May 22, 
1956, with acute abdominal pains and vomit- 
ing of three days’ duration. Clinical examina- 
tion showed the child to be in good general 
condition. There was no past history of any 
illness, except for bilateral cryptorchidism. In 
the right lower abdominal quadrant a tender 
egg-sized tumor was palpable. The results of 
laboratory examinations, including intrave- 
nous pyelographic study, were normal. A 
barium enema showed free passage of the 
barium up to the cecum, where signs of com- 
pression from outside the bowel were noted. 
As the acute signs of pain and vomiting sub- 
sided, our tentative diagnosis was periappen- 
dicular abscess or probably a tumor of the 
right undescended testicle. As antibiotic treat- 
ment did not influence the condition and signs 
of subileus continued to exist, the boy was 
operated on (by A. Aloti, M.D., F.I.C.S.) on 
May 30, under general anesthesia. The opera- 
tion revealed multiple adhesions of the cecum 
and the terminal portion of the ileum, with 
a cystic tumor the size of a prune in the 
ileocecal juncture. Right hemicolectomy with 
side-to-side ileotransversostomy was _per- 
formed. The postoperative period was un- 
eventful. The child was discharged in satis- 
factory general condition on June 8. 


Pathologic Features: The gross specimen 
consisted of a segment of bowel comprising 
cecum and ascending colon, 6 cm. in length, 
with an adjacent segment of terminal ileum 
7 cm. long. The ileal] segment contained in 
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Fig. 3—A, mucous membrane aspect of terminal 
ileum revealing spherical mass protruding into 
intestinal lumen. (Note appendix issuing from 
closed cecum.) B, mass opened, showing inner 
smooth glistening lining of cystic cavity. 








Fig. 4.—Histologic appearance of cross section 
of cystic duplication of ileum. 


its wall a prune-sized, umbilicated, smooth- 
surfaced tumor that projected partly into the 
lumen of the intestine and partly into the 
peritoneal cavity. The tumor was situated 
2 cm. from the ileocecal valve and was covered 
internally by the ileal mucous membrane and 
externally by visceral peritoneum (serosa). 

It was somewhat elastic and fluctuant, and 
no connection could be found between the 
lumen of the intestine and the contents or 
inside mass, as the covering mucosa was in- 
tact. When the tumorous structure was opened, 
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a cystic cavity was entered, which contained 
approximately 5 cc. of turbid straw-colored 
fluid. Chemically, only cholesterol crystals were 
identifiable; bacteriologically, the fluid was 
sterile (Fig. 1, A and B). 

Microscopically the following consecutive 
layers in the wall of the ileum were observed, 
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B 


Fig. 5.—A, close-up view of the terminal ileal 

portion of ileum, revealing oval, fluctuating and 

somewhat pedunculated mass encroaching upon 

ileocecal valve. (Note appendix issuing from 

cecum.) B, cystic cavity of the mass laid open, 

showing similar features to those observed in 
Figure 3B. 
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including the cyst: Starting with the mucous 
membrane of the ileum, we found the 3 normal 
layers of the ileal wall, adjacent to which the 
cyst (duplication) with its mucosa and then 
the layers of the normal adjoining ileal wall 
completed the picture. No signs of ischemic 
changes could be detected (Fig. 2). 


CASE 2.—A. A., a boy 1 month old, was 
admitted to the hospital on July 10, 1960, with 
biliary vomiting of twenty-four hours’ dura- 
tion and no bowel movements at all. The boy’s 
general condition appeared deteriorated, and 
he was restless. Prior to admission some red 
blood had been discharged from the rectum. 
Clinical examination revealed distention of the 
abdomen and hyperperistalsis, clearly palpable 
and visible. No tumor could be palpated. Upon 
rectal examination, blood was noted on the 
gloved examining finger. Roentgen examina- 
tion revealed distention of the small intestine, 
the large bowel not being visible. The roentgen 
diagnosis was suspected obstruction of the 
ileocecal juncture. Laparotomy was performed 
immediately by one of us (M. S.). 

A cystic tumor of the terminal portion of 
the ileum, with complete obstruction of the 
bowel, was present. Resection of the terminal 
segment of the ileum and cecum, with end-to- 
end anastomsis between the ileum and the 
ascending colon, was performed. 

This was followed by an uneventful recovery. 


Pathologic Features: Grossly the specimen 
consisted of a segment of the terminal portion 
of the ileum 6 cm. long, attached to the cecum 
and a segment of ascending colon 5 cm. long, 
with an appendix 3.5 cm. in length (issuing 
from the cecum). When the intestinal wall 
was opened, an oval tumorous mass 1.5 by 
2 cm. was seen to be attached to the wall of 
the ileum by means of a broad base. Its outer 
surface was smooth and its color a dirty grey. 
The oval mass was partly contiguous with, 
and encroached upon, the ileocecal valve. Its 
consistency was that of a fluctuant mass. On 
cross section the mass revealed a unilocular 
cystic cavity. This was entered and proved to 
be filled with a semitranslucent greyish white 
fluid. The inner lining of the cystic cavity 
was smooth and glistening (Fig. 3, A and B). 

Microscopic Features: The microscopic fea- 
tures were essentially the same as those ob- 
served in Case 1 (Fig. 4). 

CASE 3.—In this case the duplication was 


discovered incidentally during a necropsy per- 
formed on a 24-hour-old girl. The following 
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multiple congenital malformations and patho- 
logic changes were observed: (1) arthogryposis 
(multiplex, congenital); (2) hypognathism; 
(3) talipes equinovarus; (4) scoliosis, moder- 
ate, of the thoracic portion of the vertebral 
column; (5) hypertrophy of the pituitary and 
thyroid glands; (6) pronounced fatty degen- 
eration of the liver; (7) persistent or patent 
ductus arteriosus, and (8) dilatation of the 
heart, chiefly on the right side. 

Opening of the terminal ileal segment dis- 
closed an oval, glistening, greyish, fluctuating 
and slightly pedunculated tumorous mass, 1.5 
by 1 cm., projecting into the lumen. It was 
attached to the ileal wall near the ileocecal 
valve and practically overrode the ileocecal 
juncture (Fig. 5, A and B). 

Microscopic Features: The histologic fea- 
tures were identical with those observed in 
Cases 1 and 2. Thus the total number of per- 
sonal cases of duplication of the ileum is 3 


(Fig. 6). 


COMMENT 


In Case 1 it became clear that the cystic 
structure lay within the submucous layer 
of the ileum and was lined by a mucous 
membrane and muscularis mucosa of its 
own, showing practically the same struc- 
ture observed in the regular ileal wall, 
though of course slightly thinner, owing 
to the fact that the mucosa was subjected 
to constant pressure by the contained 
fluid. 

Case 2 was a second and similar case 
of cystic tumor within the terminal por- 
tion of the ileum, projecting into and 
partially occluding the lumen of the in- 
testine and also encroaching upon the 
ileocecal juncture and causing obstructive 
ileus. As the microscopic features were 
the same, we consider it justifiable to 
classify this case under the general head- 
ing “duplications of the terminal portion 
of the ileum.” In Case 3, had the child 
lived, the ileal malformation would un- 
doubtedly have caused more alarming 
symptoms of obstructive ileus. 

Clinically, it is worth while to empha- 
size the fact that in the first case the 
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Fig. 6.—Histologic view of duplication attached 
to its terminal ileal base. 


differential diagnosis lay between pcri- 
appendicular abscess and a tumor of un- 
descended right testicle. 

Several days later we thought of the 
possibility of a mesenteric or omental cyst. 
In the second case the diagnosis of in- 
tussusception was justified because of the 
presence of blood on the rectal examining 
finger and the roentgenograms showing 
obstruction at the ileocecal valve. In both 
cases the clinical observations had justi- 
fied our reasoning in the differential and 
alleged diagnosis, but the possibility of 
a duplication of the alimentary tract was 
not considered, and it was not until the 
time of operation (note also the acci- 
dental discovery at necropsy in Case 3) 
that the correct diagnosis was made. In 
our series of approximately 1,800 fetal 
and neonatal necropsies performed over a 
period of twelve years we have encoun- 
tered only 1 case of duplication of the 
alimentary tract. 


ZUSAM MENFASSUNG 


Die Arbeit befasst sich mit einer 
ungewohnlichen Ursache der Obstruktion 
der Endschlinge des Ileums, néimlich der 
Verdoppelung des Ileums. Die Anomalie 
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ist zwar selten, verdient aber nach An- 
sicht der Verfasser doch Beachtung. 

Die Arbeit behandelt das_ klinische 
Krankheitsbild, die embryonale Patho- 
genese und allgemeine pathologische Be- 


obachtungen. Ferner wird die einzige 
Form der Behandlung, die primare 
Resektion des_ betroffenen Darmab- 


schnittes, beschrieben. Drei Falle werden 
dargestellt und erértert. Besondere Be- 
tonung wird auf die Schwierigkeit der 
Diagnostik gelegt. 


RESUME 


L’iléus double est un facteur étiologique 
constituant une cause supplémentaire 
d’obstruction terminale de J’iléus. Les 
auteurs estiment qu’il ne faut pas en 
négliger l’importance dans le diagnostic. 

Le tableau clinique, les observations 
embryologiques, pathogéniques et de 
pathologie générale sont discutées. Le 
seul traitement possible, décrit ici, est la 
résection primaire du segment impliqué. 

Trois cas sont rapportés et discutés. 

La difficulté du diagnostic est mise en 
évidence. 


RIASSUNTO 


Viene trattata la duplicazione dell’ileo 
quale fattore etioloco di occlusione dell’ileo 
terminale. Benche’ rara, questa anomalia 
deve essere tenuta in considerazione. 

Ne vengono esposti il quadro clinico, 
l’embriopatogenesi e la anatomia pato- 
logica. L’unica forma di cura e’ rappre- 
sentata dalla resezione del segmento ileale 
interessato. 

Vengono riferiti e discussi tre casi e 
segnalata la difficolta’ della diagnosi 
clinica. 


RESUMEN 


Se trata en este trabajo sobre un caso 
de obstruccién del ileon debida a dupli- 
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cacién del mismo. Aunque ciertamente 
rara eata afeccion, constituye, de acuerdo 
con la opinid del autor, un factor digno 
de consideracion. 


Se describen el cuadro clinico, la etio- 
patogénesis y la anatomia patoldgica. Se 
describe también el unico tratamiento que 
consiste en la resecci6n primaria. 


Se complementa el trabajo con comen- 
tarios sobre tres casos. 


También se hace resaltar la dificultad 
del diagnostico. 


REFERENCES 


1. Williams, J. A.: Intestinal Obstruction in a 
Case of Duplication of the Terminal Ileum, Arch. 
Dis. Childhood 34:12, 1959. 

2. Killpack, W. S.: Duplication of the Ileum, 
Arch. Dis. Childhood 28:2, 1953. 

3. Potter, E. L.: Pathology of the Fetus and 
the Newborn. Chicago: The Year Book Publishers, 
Inc., 1952. 

4. Cited by Moore, T. C., and Battersby, J. S.: 
Congenital Duplications of the Small Intestine: 
Report of 11 Cases, Surg., Gynec. & Obst. 95 :557, 
1952. 

5. Ladd, W. E., and Gross, R. E.: Surgical 
Treatment of Duplications of the Alimentary 
Tract: Enterogenous Cysts, Enteric Cysts or 
Ileum Duplex, Surg., Gynec. & Obst. 70:295, 1940. 

6. Gross, R. E.: Surgery of Infancy and Child- 
hood. Philadelphia: The W. B. Saunders Company, 
1953, p. 211. 

7. Lewis, F. T., and Thyng, F. W.: The Regular 
Occurrence of Intestinal Diverticula in Embryos 
of the Pig, Rabbit and Man, Am. J. Anat. 7:505, 
1907. 

8. Bremer, J. L.: Diverticula and Duplications 
of the Intestinal Tract, Arch. Path. 38:132, 1944. 

9. Hughes-Jones, W. E.: Enterogenous Cysts, 
Brit. J. Surg. 22:134, 1934. 

10. Dockerty, M. B.; Kennedy, R. L. J., and 
Waugh, J. M.: Enterogenous Cysts, Proc. Staff 
Meet. Mayo Clin. 14:664, 1939. 


ADDITIONAL SOURCES 


Donovan, E. J., and Santulli, T. V.: Duplica- 
tions of the Alimentary Tract, Ann. Surg. 126:289, 
1947. 

Gross, R. E.; Holeomb, G. W., and Farber, S.: 
Duplications of the Alimentary Tract, Pediatrics 
9:449, 1952. 

Ladd, W. E., and Gross, R. E.: Abdominal Sur- 
gery of Infancy and Childhood. Philadelphia: The 
W. B. Saunders Company, 1941. 














Important Notice 
to All Journal Contributors 


PLEASE NOTE AND ACT UPON the following points in submission of 
your manuscripts: 


1. Every article intended for publication in the Journal should be type- 
written in double or triple space and sent DIRECT to the Editorial 
Office, Journal of the International College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Illinois, together with all illustrations, 
legends, tabular matter, bibliographic references the author desires 
to include. Manuscripts so submitted will be promptly acknowledged 
and, on acceptance by the Editorial Board, published as soon as 
possible. The Journal cannot be held responsible for loss, failure of 
acknowledgment, delay in publication or nonpublication of any manu- 
script, or any subsidiary material appertaining thereto, which has 
not been submitted through the official editorial channels. 


2. Every article presented at any Regional, National, International or 
Federation Congress of the International College of Surgeons, if 
Journal publication is desired, should be submitted in the same man- 
ner, PLAINLY MARKED with the name, date and location of the 
Congress at which it was presented. 


3. Manuscripts delivered in person to Congress officials or others have 
NOT been submitted for publication in the Journal. The Editorial 
Office has no way of knowing whether they were delivered for pub- 
lication or for press purposes only. 


4. Manuscripts delivered to Congress officials or others for press pur- 
poses only should be sent by the recipient to the Public Relations 
Bureau of the International College of Surgeons, NOT to the Editorial 
Office. 


5. If illustrations are desired and it is impossible to submit them at the 
time the manuscript is submitted, the notation “Illustrations to come” 
should accompany the latter; otherwise the article may be scheduled 
for publication before the illustrations have arrived. The Journal 
absorbs the cost of three halftone illustrations four inches high, or 
the equivalent thereof. The author may include additional illustra- 
tions as desired. 


These requests are made not only to safeguard the Journal from 
error but in the best interests of our contributors. To make sure of 
prompt acknowledgment and efficient handling of your Congress pre- 
sentation, please sent it DIRECT to its ultimate destination! 

















Cardiovascular Surgery 





Direct Operations in the Treatment of 


Complications of Portal Hypertension 


NORMAN C. TANNER, M.D., F.R.C.S. 


LONDON, ENGLAND 


that one of the severest criticisms 

made of medical literature was that 
some surgeons show a tendency to pub- 
lish conclusions on various forms of treat- 
ment too soon after carrying them out. 
Time must pass before any useful assess- 
ment can be made of an operation for 
a chronic illness, or of an operation that 
alters physiologic mechanisms. In de- 
scribing the results of operations for 
ulcer, for example, many authors prema- 
turely include patients who have not been 
under observation for five years, either 
in order to publish quickly or to increase 
their number of case reports. Some ar- 
ticles even appear to have been written 
while the patients described in the latest 


iE HAS been my opinion for many years 
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The author discusses ascites and 
hemorrhage from esophageal varices 
as complications of portal hyperten- 
sion and describes technics for direct 
surgical intervention as applied to 
each. His opinions and conclusions 
are based on ten years’ experience 
with the procedures he recommends. 
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case reports were still in the hospital. 
Most hospital residents applying for 
senior appointments find it helpful to 
show their quality by publishing case 
records of their work. They should be 
advised not to publish the results of 
treatments in which they have recently 
taken part unless they are making pre- 
liminary observations of newly introduced 
methods of treatment or reporting on 
operations for acute conditions. 

In this respect, it is a pity that phy- 
sicians cannot, in this age, follow the 
example set by William Harvey. He ac- 
knowledged his debt to the work of the 
anatomist, Fabricius, who had, while 
working in Padua, shown him that the 
venous valves of the heart allowed only 
unidirectional flow. Harvey then worked 
for twenty-five years before publishing 
his immortal book, De Motu Cardis 
(Frankfurt, 1628) .' 

For this reason, I did not make a real 
attempt to assess an operation I had in- 
troduced in 1948 and modified in 1950? 
until last year, ten years later. 

The purpose of this paper is to discuss 
direct operations for only two of the 
complications of portal hypertension — 
hemorrhage due to esophageal varices and 
ascites. 

Hemorrhage from Esophageal Varices. 
—lIt is hardly necessary to stress the im- 
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portance of this complication. In the 
series of 2,545 cases of massive hemor- 
rhage of the upper part of the gastroin- 
testinal tract handled at St. James’ Hos- 
pital between 1941 and 1959, portal 
hypertension was the cause of hemorrhage 
in 80 instances. Although rare, the disease 
made up for this by its severity and high 
mortality rate. 

An effective operation for bleeding 
from esophageal varices is the transgas- 
tric portoazygos disconnection, which in- 
volves an attempt to cut off hypertension 
of the portal system from the esophageal 
circulation and divert the great volume 
of blood from the esophageal veins. 

This operation has a similar effect to 
the one in which an intragastric balloon 
is used to stop acute bleeding. A balloon 
is placed in the stomach, inflated and 
drawn firmly to the cardia; the vessels 
running through and around the cardiac 
end of the stomach are firmly compressed 
between the edge of the esophageal hi- 
atus above and the balloon below. The 
venous blood flow from the stomach to 
the esophagus is thus obstructed. 

The procedure, in my first attempt to 
to simulate the use of this balloon surgi- 
cally, was to divide all the veins entering 
the upper portion of the stomach and 
transect and resuture the stomach just 
above its midpoint. This proved inade- 
quate, because certain veins, lying just 
above the cardiac orifice and connecting 
the cardiac region with the liver or the 
diaphragm, may be hypertensive and so 
keep the esophageal veins hypertensive. 
During the past eleven years, therefore, 
this operation has been modified, and is 
now performed by completely freeing the 
lowermost 5 cm. of the esophagus, the 
cardiac region and the uppermost cm. of 
the stomach from all external vascular 
and ligamentous connections, and then 
transecting the stomach 5 cm. or less from 
the cardia. 


TANNER: COMPLICATIONS OF PORTAL HYPERTENSION 
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Fig. 1—To compensate for disparity in lengths 

of cut ends of stomach to be anastamosed in 

fundic region, part of lesser curve side of lower 
cut end may be closed. 


There have been widespread miscon- 
ceptions about this operation, which have 
led to considerable variation in the re- 
sults obtained from it. Some have sim- 
plified its designation, calling it “gastric 
transection,” and in performing the op- 
eration, have limited themselves to that. 
Actually, gastric transection is merely 
the final stage of the operation; it would 
cause no more than a few hours’ diminu- 
tion of the blood flow through the varices 
and would have no effect at all on the 
blood pressure within them. 

Some have complained that the suture 
line may leak. This has never occurred in 
any of my cases when stomach was joined 
with stomach. Leaking can be prevented 
by using two safeguards: (1) The tran- 
section line should be no more than 5 cm., 
measured with a rule, from the cardiac 
orifice in the stomach, and (2) when the 
parts are anastomosed, this should be 
done in such a way that the well-vas- 
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Results of Portoazygos Disconnection* 
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cularized lower part is drawn over the 
poorly vascularized upper part. 

The greatest difficulty encountered with 
this operation is that the work must be 
done in that area in which collateral cir- 
culation is at its maximum. Difficulties 
are greatly increased if there have been 
many previous operations involving this 
region. Thus, if adequate exposure is to 
be obtained, an abdominothoracic ap- 
proach is usually required and consider- 
able care with hemostasis and _ blood 
replacement is necessary at all stages. 
As I indicated in my Hunterian Lecture,’ 
after the division of the stomach has 
been made, it can be observed that the 
lower segment is much wider than the 
upper. The procedure can be made easier 
if the medial half of the cut end 
of the stomach is closed (Fig. 1), and if, 
finally, the cut upper end of the stomach 
is anastomosed to the mobile lateral half 
of the lower end of the stomach (Fig. 2). 
The vagus nerve is necessarily sacrificed 
in this procedure, though the celiac branch 
of the posterior vagus nerve can be 
spared. 


Indications for Portoazygos Disconnec- 
tion: The problem of preventing acute 
bleeding from esophageal varices induced 
me to try this operation in the hope that 
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it might have an immediate, and perhaps 
some permanent, effect. As these hopes 
were, to some extent, fulfilled, I have 
since used the operation as an interval 
procedure, particularly in those cases in 
which a portosystemic anastomosis could 
not be created, or portosystemic enceph- 
alopathic conditions already existed, for no 
tendency for portoazygos interruption to 
increase portosystemic encephalopathic 
change was observed. 

Complications.—Needless to say, in my 
experience with this operation, I have 
encountered a number of complications, 
many of which may lead to recurrent 
bleeding. This is hardly surprising, since 
the disease is extremely complicated and 
often fatal. Rather than abandon the op- 
eration, I have endeavored to discover the 
causes of these complications and, when 
possible, remedy them. It is not necessary 
to discuss such complications as pneu- 
monia, inhalation of blood and coma and 
failure of the liver, which are common to 
all operations performed during episodes 
of bleeding from esophageal varices. 


Gastric Stasis: Although postoperative 
gastric decompression usually aids the 
stomach in emptying normally after a 
few days, in some cases postvagotomic 
stasis has persisted, or has been, per- 
haps, discovered some months later. In 
most cases, therefore, either a pyloromy- 
otomy, pyloroplasty or gastrojejunostomy 
should be performed to prevent this com- 
plication. If stasis is discovered later, sur- 
gical intervention is wise. 

Late Bleeding Along the Suture Line 
Due to the Use of Non-Absorbable Su- 
tures: In some of my early cases, I su- 
tured the stomach with continuous sutures 
of fine linen or silk. I now know this is 
risky and a cause of recurrent bleeding 
even when there is no portal hyperten- 
sion.t In 1 case, I had to resect the lower 
portion of the esophagus, with the suture 
line intact, a year after the disconnection, 
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Examination of the specimen revealed the 
persistence of its sutures. I now use 
only chromic catgut along the suture line, 
and have had no more trouble of this 
sort. 

Gastric Ulcer: In 1 case, and possibly 
in a second, gastric ulceration leading to 
fatal hemorrhage developed after the 
disconnection procedure. This’ gastric 
ulceration was associated with postva- 
gotomic stasis and may well have been 
the result of gastric stasis. I now, there- 
fore, recommend procedures that will 
prevent stasis or, if it does occur, will 
remedy it surgically, and I have encoun- 
tered no further cases of gastric ulcera- 
tion. 

Reflux Esophagitis: The procedure of 
freeing the cardia from its ligamentous 
connections may, in some cases, lead to 
destruction of the valvular mechanism at 
the cardiac orifice of the stomach. As a 
result, reflux of gastric juice into the gul- 
let may occur, leading in some cases to 
heartburn and recurrent bleeding. In my 
opinion, this is now the most common 
cause of recurrent bleeding after por- 
toazygos disconnection. The bleeding is 
usually a mild or moderate melena, rather 
than a catastrophic hemorrhage such as 
would occur if the bleeding were from 
varices. Careful medical management — 
small frequent meals, avoidance of 
stooping and recumbency and the regular 
use of anticholinergics and non-absorb- 
able alkalis—may help prevent this com- 
plication. In cases of severe involve- 
ment, further operations to deal with pep- 
tic esophagitis may be needed. In 3 cases 
I performed an esophageal transection 
followed by anastomosis of the esophagus 
to a Roux loop of jejunum, to correct the 
reflux. In an endeavor to prevent reflux 
esophagitis, I have at times modified the 
operation as follows: After mobilization 
and devascularization of the lower por- 
tion of the esophagus and the cardiac end 
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Fig. 2.—Anastomosis completed. 


of the stomach, the stomach is transected 
only 3 cm. below the cardiac orifice. In- 
stead of a gastrogastric anastomosis, a 
gastrojejunal anastomosis is made (Fig. 
3). The lower part of the stomach may 
be closed and left in situ or may be 
removed. 

Some further important points concern- 
ing this modification of the operation 
should be mentioned. The first is that if 
the operation is being performed to stop 
acute bleeding and the surgeon is uncer- 
tain whether the bleeding is coming from 
the peptic ulcer or from the gullet, the 
operation is adequate for either condition. 
Further advantages are that postoperative 
gastric stasis, gastric ulcer and reflux 
esophagitis are avoided. I must add, how- 
ever, a word of warning. Because of the 
lowered vitality of the devascularized 
stump of stomach, it is well to “bury” 
it with large seromuscular sutures. This 
is difficult if the jejunum is used, and it 
is for this reason that I advocate leaving 
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only 3 cm., rather than the usual 5 cm., 
of the upper part of the stomach. 
Bleeding from Sources Other than the 
Esophagus: After a successful local op- 
eration for hemorrhage from the esopha- 
geal varices, it is nonetheless possible for 
hemorrhage due to portal hypertension to 
occur, as it may take its origin from 
other sites. This occurred in 2 cases in 
my series. In 1 patient, portal hyper- 
tension had developed as a result of 
thrombosis of the portal vein after an 
attack of appendicitis. Thirteen years 
later the patient bled severely from 
esophageal varices, and this was dealt 
with by creating an esophagojejunal 
anastomosis. Six years later the patient 





Fig. 3.—In an endeavor to minimize effects of 
reflux after portoazygos disconnection, upper cut 
end of stomach may be united to jejunal loop. In 
such cases, remnant of stomach must be minimal 
in size to prevent necrosis. This also prevents 
recurrent gastric bleeding in cases of acute 
hemorrhage, when it is suspected that stomach 
or duodenum may be real source of bleeding. 
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bled to death owing to varicosity in the 
cecum, which had developed in the ad- 
hesions between the cecal and parietal 
veins as a result of the appendiceal in- 
flammation. 

Other Forms of Portoazygos Discon- 
nection: Other forms of disconnection 
have been explored, with varying results. 
I have mentioned one variation — com- 
pleting the operation by making a gas- 
trojejunal anastomosis or by transecting 
the gullet in the thorax and making an 
anastomosis of the cut upper end to a 
Roux loop of jejunum. I have also tran- 
sected the gullet high in the chest and 
brought up the colon to replace the esoph- 
agus. 

Several forms of esophagectomy have 
been used, varying from resection of the 
lower portion of the esophagus and esoph- 
agogastric anastomosis, to resection of 
all of the intrathoracic portion of the 
esophagus. These operations carry a 
somewhat higher mortality rate than does 
transgastric disconnection, but they have 
their place, particularly as secondary 
operations. In the future, they may be 
used more frequently as primary opera- 
tions. 

It will be noted that major recurrent 
bleeding is more frequent after portoazy- 
gos disconnection than after portocaval 
anastomosis. The mortality rate in both 
instances depends upon the degree of 
selection used.» I have already detailed 
the causes of many of these recurrent 
hemorrhages and indicated how their 
number may be reduced in the future. 
The advantage of the disconnection tech- 
nic lies in the fact that it can be per- 
formed when a shunt is impracticable or 
when there is acute bleeding, without 
producing or increasing existing porto- 
systemic encephalopathic disturbances. 

My opinion is that in the future an 
operation of this sort, or a modification 
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of it, may play a great part in the treat- 
ment of bleeding esophageal varices. 

Ascites: I have little to add on the 
subject of ascites as a complication of 
portal hypertension. Medical management, 
such as an attempt to raise the amount 
of blood proteins, and the administration 
of a diuretic of the hydrochlorothiazide 
type combined with an aldosterone antag- 
onist, such as spironolactone (aldactone), 
must be tried at first, and such treatment 
is often successful. 

In cases of severe and resistant involve- 
ment, surgical intervention may be help- 
ful. A portocaval shunt (I still use an 
end-to-side anastomosis) may relieve the 
condition, and is to be recommended par- 
ticularly for patients who are bleeding 
from esophageal varices. Such an oper- 
ation may even lead to an improvement 
in the function of the liver.* All other 
operations, such as ileoentectrophy, anas- 
tomosis of the peritoneum to the urinary 
tract and saphenoperitoneal anastomosis, 
must still be regarded as experimental, 
although the two former operations have 
had moderate degrees of success in some 
cases. Here a word about saphenoperito- 
neal anastomosis is in order. I have per- 
formed this operation on 4 occasions upon 
3 patients, 2 of whom had hepatic cir- 
rhosis and 1 of whom had chylous ascites. 
In the cases of cirrhosis, 1 operation, a 
single anastomosis, was a failure. The 
second, performed on a woman in the 
late stages of hepatic failure, was a bi- 
lateral operation. There was some dim- 
inution of the ascites, and when she died 
of liver failure a few weeks later, one 
of the anastomoses was patent. The third 
patient had chylous ascites due to an 
old tuberculous disease of the abdominal 
lymphatics. He was 62 years of age, his 
illness was severe, and he required para- 
centesis every two to three months for 
three years. After saphenoperitoneal 
anastomosis had been performed on May 
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12, 1957, he needed one further paracen- 
tesis, and from then until his death more 
than three years later, the abdomen re- 
tained a normal outward appearance. 
This may appear to be little enough en- 
couragement to continue the use of this 
operation for ascites, and it may be that 
ascites due to lymphatic obstruction is 
less likely to produce thrombosis in the 
saphenous vein. This operation, however, 
is a relatively minor one, and, in my opin- 
ion, it is justifiable to utilize it somewhat 
further for suitable patients. My technic 
is to expose and free 10 to 15 cm. of the 
internal saphenous vein, divide it at this 
distance below the saphenous opening, 
and make sure that blood does not escape 
from the upper end and that ascitic fluid 
can be injected through it into the blood 
stream without difficulty or reaction. 
With great care not to kink the vein, 
it is then drawn up through an opening 
in the inguinal ligament to the extraper- 
itoneal region. The peritoneum is thinned 
by removal of much of its outer fibrous 
layer. A knuckle of it is then picked up 
with an anastomosis clamp and an end- 
to-side anastomosis made, as wide as is 
practicable, between the vein and the 
peritoneum. It is probably best to perform 
the operation not immediately after a 
paracentesis but while a moderate amount 
of ascites is present, so that a good flow 
through the vein will commence imme- 
diately after the anastomosis is made. 


RESUME 


Deux complications de l’hypertension 
porte sont discutées: 1) ascite; 2) hém- 
orragie par varices oesophagiennes. Pour 
cette derniére complication, l’auteur_rec- 
ommande une disjonction transgastrique 
porto-azigos, opération qu’il décrit en 
détail en mentionnant ses complications 
possibles. Pour |’ascite, il conseille un 
traitement médical lorsque c’est possible, 
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et une intervention chirurgicale dans les 
cas graves et rebelles. 


SUMARIO 


Duas complicacées de hipertensao porta 
sao discutidas: 

(1) ascite e 

(2) hemorragia de varises esofageanas. 
Pa ra a ultima condicaéo, o Autor reco- 
menda desconexaéo transgatrica porta- 
azygos, operacéo que descreve com detal- 
hes nao omitindo suas possiveis compli- 
cacdes. Para ascite advoga cuidados 
médicos quando possivel e intervencao 
circurgica quando a condicéo é grave e 
resistente. 
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orragia da _varici esofagee. Contro 
quest’ultima l’autore raccomanda la dis- 
continuazione porto-azigos trans-gastrica, 
intervento di cui descrive la technica in 
dettaglio e le possibili complicazioni. 
Quanto all’ascite egli consiglia la cura 
medica, quando possibile, e l’intervento 
chirurgico quando il caso e’ grave e re- 
sistente alla terapia. 
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As the beginning of the present century approached, the speed-up of scientific 
discovery bearing on surgery had become exceedingly noticeable. Two of the 
greatest discoveries, anesthesia and antisepsis, had come one on the heels of the 
other, and lesser developments were changing the practice of surgery almost year 
by year. The work of the pathologist, the bacteriologist and the roentgenologist 
were all coming to the support of the surgeon. The surgeon was fast ceasing to be 
a lone worker. 

In former days there had been perhaps two or three good surgeons in any of 
the largest cities at any one time. In the last decade of the nineteenth century their 
numbers had increased, and men whose work was of the highest order were to 
be found in most of the cities of smaller size. The names of these men do not 
appear in history, though their knowledge was great and their skill considerable, 
and their combined efforts raised the standards of their profession to a new level. 
These urknown men numbered many thousands, and were any one of them 
transplanted into any era of the past, with all subsequent knowledge subtracted, 
the remaining qualities of heart and mental outlook would have made him famous. 


—Young 
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LL who have studied the subject 
A thoroughly agree that carcinoma 
of the prostate still presents terrific 
problems in both diagnosis and treatment. 
Great improvements have been made in 
the training of urologic personnel and in 
the development of diagnostic and ther- 
apeutic armamentaria. These advances 
have increased the accuracy and efficiency 
of the urologists. Prostatic carinoma 
remains difficult, if not impossible, to 
diagnose early in some cases, and the 
proper treatment demands thorough 
training of the person who undertakes it, 
as well as the latest and best equipment. 
This paper deals with experience in the 
treatment of this disease as obtained or 
recorded in the archives of the Urologi- 
cal Institute beginning July 1, 1927, about 
thirty-four years ago. It includes the 
work of those associated with the Insti- 
tute in the past as well as that of its 
present personnel. The article is not in- 
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The authors outline their experi- 
ence in the diagnosis and treatment 
of prostatic carcinoma, emphasizing 
the fact that the problems involved 
remain numerous and complex de- 
spite modern advances in both tech- 
nic and equipment. They list the in- 
struments and procedure both diag- 
nostic and therapeutic, which in their 
hands have proved advantageous 
and suggest areas in which further 
study may result in a spectacular 
“breakthrough” for the future. 











tended to be controversial. It is a factual 
presentation of the experience gained 
in our clinic as compared with well- 
known and accepted reports from recog- 
nized groups of workers. We shall present 
our observations and suggestions in the 
usual order of discussion of any clinical 
disease, i.e., incidence, etiologic factors, 
pathologic picture, diagnosis, treatment 
and prognosis. 
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Incidence.—Our data are in agreement 
with those published, which state that the 
incidence of carcinoma of the prostate in 
men over 50 years of age is surprisingly 
high. Its incidence in cases of prostatic 
obstruction is about 25 per cent, not in- 
cluding so-called occult carcinoma of the 
prostate, detected on serial section of the 
benign adenoma. These increase our over- 
all percentage to almost 37 per cent. This 
is slightly higher than the figures reported 
by Scott, Ferguson, Colby and others, 
but it is not out of line when one con- 
siders the work done by the Hinmans on 
the West Coast, in which they report the 
serial sectioning of many previously 
diagnosed benign adenomas with a very 
high rate of carcinoma. The incidence of 
prostatic carcinoma associated with cal- 
culous disease of the prostate averages 
about 15 per cent, which is in agreement 
with most of the published articles and 
is no higher than the routine percentage 
of carcinoma discovered at routine au- 
topsies. We have also found no difference 
in the incidence of carcinoma between 
the Negro and the white race; this again 
is in accord with the published litera- 
ture. We are detecting more carcinomas 
now than we were ten years ago; this, 
in our opinion, is due chiefly to the con- 
scientiousness of the general practitioner 
in medicine, who is being taught in our 
medical schools and in his postgraduate 
assemblies the great value of a rectal 
examination for all men over 45 and the 
proper evaluation of any type of abnor- 
mality in the prostate. All surgeons should 
commend this at every possible oppor- 
tunity, thereby doing both themselves and 
the general public a tremendous service. 


Etiologic Factors——No one knows the 
cause of prostatic carcinoma. There are 
many theories. Investigation of many re- 
veals points of probability. We have had 
no great experience in the treatment of 
Orientals, but we have been informed 
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through reliable sources that the incidence 
of the disease among them is extremely 
low. Possibly this lead should be followed 
with more study. Apparently both nodu- 
lar hyperplasia and carcinoma of the 
prostate are due to a disturbance of an- 
drogens and estrogens in men beyond 
middle age. In our experimental animal 
laboratory at the Urological Institute, 
we have noted some interesting changes 
in the effect on bull calves and dogs and 
cats of androgen and estrogen adminis- 
tered to uncastrated and castrated ani- 
mals. Our work has not gone far enough 
to be reported, but the results thus far 
definitely support the working hypothesis 
that administration or deprivation of an- 
drogens and estrogens can cause drastic 
changes in the animal. 

Pathologic Picture.—Both the gross and 
the microscopic aspects of carcinoma of 
the prostate offer a most interesting path- 
ologic study. The amount of literature 
available upon this subject is tremendous 
and is, for the most part, of high quality. 
Our observations are in general agree- 
ment with the idea now usually accepted, 
that the posterior lobe is no longer al- 
ways the seat of malignant changes. Care- 
ful pathologic studies commonly show the 
primary growth originating in the pe- 
riphery of the lateral lobes. There is still 
a slight predilection for the posterior 
lobe. Here, incidentally, we should like 
to point out that the frequent origin of 
carcinoma on the periphery of the lateral 
lobes is a major explanation of its occur- 
rence in patients who have undergone a 
benign adenoma enucleation by any of 
the three usual routes, perineal, retro- 
pubic and suprapubic. We have encoun- 
tered this a number of times, both in 
patients operated on by men of our group 
and those operated on by competent urol- 
ogists elsewhere. This would also appear 
to be a point well worth remembering 
when a transurethral resection for pros- 
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tatic adenoma is contemplated. The fact 
that the majority of prostatic malignant 
tumors originate in the posterior lobe or 
in the periphery of the lateral lobe and 
rarely, if ever, in the middle lobe, defi- 
nitely enhances the value of a transrectal 
digital examination. Our observations 
agree definitely with those of Dr. Hugh 
Young in the past and those of Dr. Ger- 
shom Thompson, relatively recent. Both 
have stated that most prostatic carcino- 
mas are adenocarcinomas. This further 
supports the theory of endocrine disturb- 
ance, since this type of growth is more 
prone to influence by overstimulation by, 
or lack of, certain endocrines. Carcinoma 
of the prostate, being a malignant disease, 
is characterized by metastasis with early 
invasion, usually within the perineural 
lymphatic spaces, and definite spread 
through both the lymph stream and the 
blood stream. Our histologic studies of 
prostatic carcinoma localized in the cap- 
sule have shown perineural lymphatic 
invasion in the vast majority of cases. 
We are unable to cast additional light of 
any value on the controversy as to the 
exact manner in which early bony me- 
tastases occur. There appears to be ample 
ground for the suggestion that they may 
occur through the perineural lymphatics, 
and there is also excellent evidence of 
spread through the blood stream. The re- 
sults of our studies definitely support 
published data to the effect that the bony 
pelvis and the lower portion of the spine 
are usually the first areas to be invaded, 
that the direct spread of malignant dis- 
ease is usually slow, and that definite 
limitation to growth is affected by Denon- 
villiers’ fascia. The regional lymphatics, 
and the pelvic and lumbar lymph nodes, 
as well as thoracic and_ subclavicular 
nodes, may be involved. The spread. is 
usually first local, becoming widespread 
later. It would appear to us that the early 
spread is probably chiefly lymphatic and 
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that the later changes, resulting in wide- 
spread dissemination, probably occur 
through the blood stream. There is no 
set rule with regard to rate of speed or 
route of spread. The parts most frequently 
involved are the lymph nodes and the 
bones. Metastasis has also been noted at 
times in the lungs and, occasionally, the 
liver. At this point we wish to emphasize 
the extreme value of a competent, care- 
ful and industrious pathologist in carry- 
ing out this work. 

Diagnosis.—Years ago Hugh Young 
stated that the principal resource in the 
diagnosis of prostatic carcinoma is rectal 
examination. We heartily agree with him 
and with other authorities on this most 
important subject. We cannot express too 
forcibly our thoughts that every male 
patient, certainly those past 40 years of 
age, should have a careful rectal examina- 
tion on every routine investigation. Not 
only should this examination be made at 
definitely appointed times, it should be 
repeated, and if a nodule or any other 
suspicious change is noted a transrectal 
needle biopsy should be done at once by 
a competent person. This is most impor- 
tant, since so many carcinomas of the 
prostate present no symptoms and can be 
detected and diagnosed in the early stage 
only if the examining physician is alert 
to the possibilities and is educated and 
trained to make a good rectal digital ex- 
amination and, when a nodule or suspi- 
cious change is discovered, see that this 
nodule or area is competently appraised. 
Cytologic studies of prostate secretion 
have not proved worthwhile in our clinic, 
and we agree with Pratt-Thomas’ pub- 
lished reports on this subject. 

In our cases the symptoms presented 
have been dysuria and slowness and fre- 
quency of urination in about 50 per cent. 
About 25 per cent of the patients first 
present themselves with acute retention 
of urine. Low lumbar pain was com- 
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plained of in about 15 per cent of 
our cases. Hematuria occurred in less 
than 10 per cent of the cases of primary 
carcinoma; in the cases of carcinoma 
occurring after enucleation of a benign 
adenoma, however, the percentage was 
considerably higher. For this reason we 
wish to stress extreme importance of a 
complete check-up, with needle as well as 
transurethral biopsy, in every case in 
which such an enucleation has been done 
and has had sufficient time for healing, 
if the symptoms of hematuria are present. 
After a thorough physical examination 
and a thorough history, with emphasis 
on the urinary aspect, a careful digital 
examination should be made. If there is 
any suspicion that a lesion exists, the 
patient should be subjected to cystoscopic 
evaluation with a transrectal needle bi- 
opsy or a transurethral biopsy, either or 
both as indicated, after the gland has been 
thoroughly studied with an endoscopic 
instrument, with right angle vision, for- 
ward vision and retrograde vision. We 
are under the impression that trans- 
urethral biopsy can be improved by means 
of an improved instrument, which some 
of us have discussed with a leading in- 
strument manufacturer. We have modi- 
fied the McCarthy cystoscopic hemostatic 
clamp with some success, but this needs 
improvement. The use of a cold punch 
or resectoscope necessitates an additional 
instrument, and there should be an in- 
strument for use through the diagnostic 
sheath necessary for the proper visual 
evaluation. We have studied and used 
Tomsky’s method of transrectal biopsy 
and found it excellent. We prefer, how- 
ever, to do our transrectal biopsies at 
the same sitting that the cystoscopic work 
is done and under the same anesthesia, 
induced with sodium pentothal. The tech- 
nic we have found acceptable is to have 
the patient prepared for roentgen studies, 
with administration of licorice powder 
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the night before and the use of Dulcolax 
suppositories, if necessary, several hours 
prior to the examination. After the cysto- 
scopic work has been completed, an 
alcohol sponge is inserted into the rectum 
and the palpating finger introduced with 
the needle tip approximating and slightly 
proximal to the tip of the palpating 
finger. When the nodule is located, the 
biopsy needle is worked directly into 
the suspicious area. We have found that 
introducing the cutting blades of the 
needle into the lumen of the instrument, 
without using the obturator as suggested 
by Tomsky and his group, is extremely 
helpful. We do not hesitate to make sev- 
eral punctures if necessary. We have dis- 
continued the use of chemotherapy prior 
to a transrectal biopsy, nor do we now 
use any type of antiseptic except the wet 
aleohol sponge in the rectum. Postopera- 
tively, we leave a catheter in the bladder 
through the urethra for at least twenty- 
four hours and give the patient both anti- 
biotics and chemotherapy for seven days. 
We have encountered no complications up 
to the time of writing, and the process is 
extremely easy and carries with it a mini- 
mum of discomfort. We believe that the 
retention catheter is also beneficial in 
lessening postcystoscopic discomfort, and 
if it is needed as a stabilizer for future 
operations, it can be left in situ as long 
as is necessary. Following these proce- 
dures, we take the patient’s legs out of 
the stirrups and do our roentgen studies. 
With the few cubic centimeters of sodium 
pentothal usually employed, the patient 
is cooperative in most instances. A plain 
roentgenogram of the kidneys, ureters 
and bladder, showing both soft and bony 
detail, is taken. This is followed by 
excretory urograms with the patient in 
the flat and erect position. At this point 
we wish to stress the value of the coop- 
eration of a good roentgenologist to in- 
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terpret the osseous changes and to point 
out the difficulty sometimes presented by 
Padgett’s disease and other osseous ab- 
normalities. 

Prior to cystoscopic study, blood sam- 
ples are drawn for determination of the 
levels of blood urea nitrogen, blood sugar 


and serum acid phosphatase. In our ex-/ 


perience, a serum acid phosphatase level 
above 4 units usually indicates carcinoma 
spreading beyond the capsule. A point to 
be remembered is that at least twenty- 
four hours must have elapsed since any 
type of trauma to the prostate and the 
prostatic portion of the urethra, or any 
examination thereof. We have known false 
positive serum acid phosphatase readings 
to result from the simple introduction 
of a catheter the day prior to cystoscopic 
study. 

The above is our usual procedure with 
the so-called “early case.” In the more 
advanced case the same general procedure 
is used, but presents much less difficulty. 
Before leaving the diagnosis of this mal- 
ady, we wish to mention, with regard to 
the general physical status, that loss of ap- 
petite, loss of weight, weakness and ane- 
mia usually occur in a late stage of the 
disease. Early carcinomas and even some 
of the advanced ones present none of 
these symptoms. As has been stated by 
Alyea and his co-workers, a hemoglobin 
level of 12 Gm. or less, is definitely sug- 
gestive of metastasis. Edema of the 
scrotum and the lower extremities may 
occur late. 

Treatment.—We are in agreement with 
most of the published literature that sur- 
gical intervention, with complete removal 
of a nonmetastasizing carcinoma, is the 
only complete cure. We do not agree with 
those who prescribe a definite procedure 
to the exclusion of other methods. In our 
opinion, any method that removes the 
entire carcinoma will cure. The problem 
is to select the type of operation suited 
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to the particular type of lesion, and we 
are forced to admit that the percentage 
of complete cures is not too large. Care- 
ful study and evaluation are necessary. 
Jewett’s classification of intraprostatic 
and extraprostatic malignancies, as dem- 
onstrated by the signs observed in the 
capsule, has a great deal of merit. We 
do not, however, advocate the “unsexing”’ 
of a patient who is normal in this re- 
spect without extremely careful considera- 
tion of the fact that even the smallest and 
most insignificant lesions in the prostate 
may already have spread. Flocks has 
demonstrated this on a number of oc- 
casions. We are convinced that as a gen- 
eral rule, not subject to any hard and fast 
regulation, only those who have small 
intraprostatic definitely proved lesions, 
with no evidence of osseous change and 
no elevation of the serum acid phospha- 
tase level, should be considered for rad- 
ical or semiradical prostatectomy. The 
method of our choice is operation by the 
retropubic route. This permits palpation 
of the tumor, the capsule, the urethra, 
the adjacent lymphatics and the seminal] 
vesicles, as well as an examination of the 
vesical neck. For a man still sexually 
active it is sometimes a hard decision to 
make, when one cannot be certain of a 
cure. The number of patients who should 
be subjected to radical prostatectomy, 
in our opinion, is small, and the results 
we have had show five-year cures in only 
about 20 per cent. This does not include 
the cures obtained by enucleation of a 
benign-appearing adenoma with which 
a carcinoma occulta was associated. The 
majority of such patients are cured. By 
far the greater number of those present- 
ing themselves at our clinic with carci- 
noma of the prostate have lesions in the 
so-called late stages. It is our policy in 
these cases, when the gland is small, to 
do a transurethral resection and to fol- 
low it immediately by estrogen treatment. 
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We usually employ the synthetic estrogen 
Tace, which in our experience is more 
acceptable to the average patient than 
is Stilbesterol, though no more valuable. 
If necessary, we do repeated resections 
if the growth recurs. For large carcino- 
mas, we subscribe to the theory expressed 
some years ago, that one shouJd remove 
as much of the carcinoma as possible, 
place the prostatic portion of the urethra 
in the best possible condition for drain- 
age and then administer estrogen. We 
have found the retropubic approach with 
the incision at the juncture of the pros- 
tate and bladder, ideally suited to this 
type of procedure, and we have a large 
number of grateful patients in this cate- 
gory. We have a number of patients alive 
and reasonably well, carrying on their 
usual occupations five years after such 
treatment. We have stopped doing routine 
castration for carcinoma of the prostate; 
we find that in most cases we can get 
equally good results with the estrogen 
therapy. The side effects of large doses 
of estrogen are no more frequent than 
those of smaller doses. When estrogen 
does not control the pain, we do bilat- 
eral orchiectomy and implant artificial 
testes. We have seen no particular ad- 
vantage of taking out the rete testes, 
leaving the capsule and epididymis, al- 
though we have performed this operation 
a few times. We are definitely convinced 
that the presence of the artificial testes 
has psychic value, and these are supplied 
routinely. There appears to be no ques- 
tion that large doses of estrogen cause 
retrogressive changes in both the testes 
and the prostate, as well as in other sex- 
ual characteristics and, of course, the 
well-known mammary changes. We have 
observed no cases in which malignant 
disease of the breasts developed. 

Several years ago, after Huggins and 
his associates reported their early results 
on adrenalectomy, we performed 16 such 
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operations. All of the patients underwent 
bilateral orchiectomy and bilateral ad- 
renalectomy. There were no “surgical 
deaths.” The primary results in a few 
of the early cases, particularly the first 
one, that of a Negro with multiple and 
massive metastasis, were very satisfac- 
tory. The Negro patient went back to 
work as a ditch digger and appeared to 
be in excellent health. In about six months 
he began to “fade” and, like all the others, 
succumbed to the carcinoma. None of our 
cases were as spectacular as the first, 
and we have not performed an adrenal- 
ectomy for a prostatic carcinoma in sev- 
eral years. 

Our experience with hypophysectomy 
is nil. One of our adrenalectomized pa- 
tients was given roentgen treatment of 
the pituitary in the late stages, with no 
changes we could detect. Flocks and his 
associates are still injecting colloidal gold 
for prostatic carcinoma of the group gen- 
erally described as extracapsular. They 
are now putting most of their injections 
through the perineum. In our opinion 
this therapy is sound, and we hope to 
add it to our armamentarium in the not 
too distant future. 


SUMMARY 


We still have a great deal to learn in 
the management of this prevalent and 
dangerous disease. No set rule can be 
made for either the diagnosis or the 
treatment of prostatic carcinoma. The 
educated finger remains the best single 
instrument for the diagnosis of carci- 
noma. Cystoscopic study, with trans- 
urethral biopsy, is valuable. Transrectal 
biopsy is an extremely satisfactory pro- 
cedure, and not dangerous. Determina- 
tion of the serum acid phosphatase level 
is extremely valuable in detecting early 
metastasis. Roentgenograms of the bony 
pelvis, the lower portion of the spine and 
the adjacent bony structures are very 
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‘aluable. The percentage of cures by 
radical surgical treatment is still small. 
We are attempting a modified retropubic 
operation in which we remove the entire 
adenoma and the affected portion of a 
localized lateral lobe without removing 
the entire capsule or the seminal vesicles. 
This procedure may have merit; time 
alone will tell. Transurethral resection 
is our method of choice for the malig- 
nant tumor of the small prostate when 
it has progressed beyond the stage at 
which radical operation is possible. We 
prefer the retropubic approach for most 
of our open prostatic operations on large 
tumors, and we try to stress the great 
importance of a clean enucleation, which 
should take care of a prostatic carcinoma 
occulta. We give estrogen to all patients 
with carcinoma of the prostate except 
those with demonstrable solitary carci- 
noma occulta; these are watched carefully 
after the operation. We are convinced 
that the urologist should check all car- 
cinomas of the prostate once a month 
and that, for the first year, all benign 
hypertrophied areas should also be 
checked as often. After the first year an 
occasional periodic health examination 
is all that is necessary if the lesion re- 
mains benign, but the patient should be 
warned to return at once if he has hema- 
turia or any other untoward symptom. 
We try to accept the disappointments, and 
hope for a spectacular breakthrough in 
the future. 


RESUME 


Le carcinome de la prostate est l’une des 
affections qui, en raison de leur prédomi- 
nence et du danger qui leur est inhérent— 
requiert un maximum d’effort en vue de 
leur interprétation et de leur traitement. 
Le diagnostic est souvent incertain, en dé- 
pit de la pléthore des méthodes modernes 
d’investigation. L’auteur estime que l’uro- 
logue devrait—une fois la lésion identifié 
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et l’opération pratiquée—controler |’état 
de chacun de ses malades au moins une 
fois par mois au cours de la premiére 
année qui suit, aprés quoi il suffira de pra- 
tiquer un contréle de son état général de 
temos en temps. 


RESUMEN 


El carcinoma prostatico es una enfer- 
medad que, debido a su frecuencia y a la 
gravedad que supone, requiere el maximo 
esfuerzo para comprenderla y tratarla. A 
menudo el diagnéstico es dificil, a pesar de 
todos los métodos diagndésticos modernos. 
En la opinién del autor después de la iden- 
tificacién de la enfermedad y de la opera- 
cién el urélogo deberia ver al enfermo al 
menos una vez al mes durante el primer 
ano, y después comprobar su salud en ge- 
neral de vez en cuando. 


RIASSUNTO 


Il cancro della prostata e’ una di quelle 
malattie che, per la sua frequenza e per i 
rischi che comporta, richiede il massimo 
sforzo di comprensione e di cura. La stessa 
diagnosi dell’affezione e’ spesso imbaraz- 
zante a dispetto del gran numero di mo- 
derni metodi di indagine. L’autore ritiene 
che l’urologo, fatta la diagnosi ed eseguito 
l’intervento, debba ricontrollare le condi- 
zioni del paziente almeno una volta al mese 
per un anno, dopo di che bastera’ una vi- 
sita generale saltuariamente. 


ZUSAM MENFASSUNG 


Der Prostatakrebs gehért zu den Krank- 
heiten, die wegen ihrer Haufigkeit und 
wegen der ihnen innewohnenden Gefah- 
ren dusserste Bemiihungen hinsichtlich 
ihres Verstandnisses und ihrer Behand- 
lung erfordern. Trotz der Fiille moderner 
diagnostischer Hilfsmittel ist die Erken- 
nung des Prostatakrebses hiufig unsicher. 
Die Verfasser glauben, dass, nachdem die 
Erkrankung erkannt und operiert worden 








ist, fiir die Dauer eines Jahres mindestens 
einmal im Monat eine Nachuntersuchung 
jedes Patienten seitens des Urologen er- 
folgen sollte. Danach geniigen gelegent- 
liche Kontrollen des allgemeinen Gesund- 
heitszustandes des Patienten. 
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In the literary world people are friendly only to their inferiors, and the rising 
man has everybody against him. This universal jealousy increases tenfold the 
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snug corner in the official lists, while really able men are struggling and blocking 
each other at the door of promotion. 





—Balzac 

















Electron Microscopic Studies of Stones 


of the Urinary Tract 


TAKESHI MINAMI, M.D., F.I.C.S.* 


TOKYO, JAPAN 


HERE are still many questionable 

points concerning the structural fig- 

ures of urinary stones. It goes with- 
out saying that both chemical constituents 
and structural figures must be known. In 
this article I shall report some of the re- 
sults obtained in studies along this line, 
with the aid of electron microscopic pro- 
cedures, up to the time of writing. 

The larger stones were cut in two at 
the middle, and chemical analysis of the 
central portion and outer shell or, when 
necessary, of all the layers was carried 
out. A portion of the stone was crushed 
in an agate mortar, sprinkled and studied 
electromicroscopically. 

Finely powdered, the stone appears to 
consist of minute particles under the ordi- 
nary light microscope, but these particles 
demonstrate definite shapes under the elec- 
tron microscope. Although few substances 
resembling organic material were ob- 
served, pure chemical substances and their 
corresponding substances in the stones 
were studied comparatively under similar 
conditions and at a magnification of 3,500. 
The stones used in this study were as in- 
dicated in Table 1. Analysis has been 
carried out by Furukawa, one of the staff 
members of my department. 

The majority of the minute particles of 
pure calcium phosphate are about 0.02 
micron in diameter and irregularly shaped, 
occasionally with thin edges. Their shadow 
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The author presents a detailed 
study of the components of urinary 
calculi with the aid of the electron 
microscope. The results obtained 
with this instrument as compared 
with those obtained with the ordi- 
nary light microscope are described. 
Chemical analysis of the stones was 
also done, as was an investigation 
of the presence of bacteria within the 
calculi. It is concluded that bacteria 
may actually perform a significant 
role in the formation of stones in the 
urinary tract. 











is dark (Fig. 1 A). Although calcium 
phosphate in stones simulates this general 
picture, as demonstrated in Figure 1 B, 
the edges are round, indicating minute 
irregularities differing from the irregu- 
larity of the pure chemical substance. 
Pure calcium oxalate is irregularly shaped, 
with a “round feel,” and the edge is smooth 
(Fig. 1 C). The shadow is very dark, even 
if the particles are small. Calcium oxalate 
in stones are similar (Fig. 1 D). 

Powder grains of pure uric acid take a 
triangular or polygonal form. The edges 
are relatively smooth or show minute an- 
gular irregularities and sometimes appear 
dim. The shadows are generally dim, and 
even the large ones are not necessarily 
dark (Fig. 1 EF). Those of the stone, as 
shown in Figure 1 F, demonstrate the 
same characteristics. This is but an outline 
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description of the chief components; there 
are exceptional cases also. The components 
of stone 2 are indicated in Table 1, and 
their shapes are characteristic, resembling 
that of a pomegranate (Fig. 1 G). Chem- 
ically, stone 3 is composed of a mixture 
of phosphate and oxalate, but electromi- 
croscopically the separated particles are 
small and oval and have pores in the center 
(Fig. 1 H). The causal factor that pro- 
duces such specific forms awaits future 
study. 

The stones were then dissolved in vari- 
ous solvents, and the organic substances 
in the constituents were examined. A 
small part from the stone (diameter 0.3 











TABLE 1 
I 5 s 3 § 
Desc er oleae Beda... 
2 &@ se Se Sedet § § 
1 Renal + + ee Ree ie cee 
2 Vesical ++ eS ee ae 
3 Vesical ++ + ie eae ieee ee 
4 Vesical ++ _ i 
5 Vesical +4 as fe a a oa 
6 Vesical ++ ~~ a ae eee 
7 Vesical ++ + oe See 
8 Renal ++ A ie Sh + 
9 Renal + + PSE il Meee 
10 Renal b+ + ee er Se 
11 Renal _ _ —. —  —- +  CyE- 
tine 
12 Renal _ + _ sles! Vesa os 
13 Vesical + = sa ae See 
14 Vesical + + Bae eee eae Rak 
15 Vesical ++ a al + 
16 Renal ++ —_ = ap ea 
17 Renal + + ii: {eel cals 
18 Vesical a ease ST BE Cae ar 
19 Renal + — pet ieee ick 
20 Vesical ++ aoe oe a aS 
21 Renal + ++ es ie 
22 Renal + —_ vet aie aS 
23 Renal _ — -4°—- 2° = 
24 Vesical + + ++ —- — — 
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to 0.5 cm.), which is to be analyzed, is 
washed three times in sterile distilled 
water and then placed in a sterile tube 
containing 5 or 10 cc. of 20 per cent carzol 
(in some cases another solution was used). 
This tube is kept in an incubator for 
forty-eight hours at 37 C. Most of the 
stones after this procedure will have lost 
their macroscopic structure and will have 
melted, but if they have not they are kept 
longer in the incubator. The solution is 
equally mixed, and 1 cc. of the mixture 
with 4 cc. of sterile distilled water is 
placed in a centrifuge tube and centrifuged 
at 3,000 r.p.m. for ten minutes. The super- 
natant fluid is discarded, and the sediment 
is then mixed with distilled water and 
again centrifuged. After this has been 
done four times, the carzol is removed 
from the sediment. Two cc. of distilled 
water is added to 0.2 cc. of sediment, 1 
drop is placed on a grid by means of a 
capillary pipette. After thirty seconds or 
one minute, unnecessary liquid is removed 
with a filter paper. After it dries under 
the electron microscope, photographs of 
necessary spots are taken. The magnifica- 
tion used for these plates was 3,500. 
Some remarks will be made on the spe- 
cific suspensions of the stones; as is shown 
in Figure 1 J, a membrane-like substance 
is observed. Sometimes interlacing bun- 
dles of fibers are seen in the center, and 
in the surrounding area scattered spots 
are detected. The aforementioned mem- 
brane is extremely thin and cannot be ob- 
served under the ordinary light micro- 
scope. Consequently, further studies are 
necessary in order to clarify its origin. 
When pure cystine is exposed under a 
strong electronic beam, it shrinks at once 
or dissolves and becomes round, and some- 
times its shadow becomes dim (Fig. 2 A). 
On the other hand, so-called cystine stones 
are as shown in Figure 2 B, and when ex- 
posed under a strong beam they change 
in appearance, as in Figure 2 C. They are 
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Fig. 1—See text. 


not absolutely identical, however, with 
the chemically pure ones. According to 
Harada and his associates, the stones con- 
tain a large amount of chondroitin sub- 
stance resembling sulfuric acid. In the 
chemically pure ones the rather large par- 
ticles, as in Figure 2 D, change their 
shapes, forming bubbles, while the small 
ones change into dim oval shadows with 
spotty shadows inside, shown in Figure 
2 E. Although those with bubbles or small 
particles (Fig. 2 F') can also be found in 
the stones, they are only infrequently en- 
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countered. One must also keep in mind 
that the suspensions contain blood corpus- 
cles. 

The membranes of hemolyzed corpus- 
cles are shown in Figure 2, G, H and I. 
The stones contain what Man-I calls Type 
I and Type III. It is assumed that many 
other deformed constituents are present 
but cannot be directly demonstrated, 
owing to the covering crystalloid. 

With the electron microscope we have 
frequently observed particles resembling 
epithelial cells of the urinary tract, some 
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of which were covered with crystalloid 
(Fig. 2 J). 


The epithelial cells of the urinary tract 


in the urine were then examined under the 
electron microscope. Under a magnifica- 
tion of 2,300 times, as shown in Figure 





Fig. 2.—See text. 
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Fig. 3.—See text. 


2 K, the nucleus projects a dark, angular _ identical to that observed in stones (Fig. 
ovoid shadow. The protoplasm, magnified 2 L). Furthermore, since such relatively 
3,500 times, contains a relatively thick, well-preserved epithelial cells have been 
small net-framed membrane-like substance observed in stained specimens of the pre- 
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cipitate of dissolved stones, the condition 
and localization of these cells in the stone 
were determined by staining with hema- 
toxylin and eosin. A portion near the cen- 
ter of the stone is stained in similar fash- 
ion, but not too clearly. In the periphery, 
however, there were portions that could 
be clearly detected, and it was noted that 
the cells were sometimes beautifully ar- 
ranged between the crystalloids, with 
hardly any change in shape (Fig. 3, A and 
B). Platelike, relatively thick membrane- 





TABLE 2.—Two Hundred and One Cases of 
Urinary Stones During the Past Three Years 





Patients with urinary infection at 


the first inspection 51 (25.3%) 
Bacilli 6 cases 11.8% 
Cocci 33 cases 64.7 
Bacilli + cocci 10 cases 19.6 
Tubercie bacilli 2  =cases 3.9 
Total 51 = cases 








TABLE 3.—Types of Stone and Bacteria 





Renal Stones Vesical Stones 











Number Bacilli Cocci Number Bacilli Cocci 
1 + _ 1 ~ on 
2 _ — 2 a - 
3 + _ 3 _ = 
4 es we 4 =e we 
5 ox et 5 + = 
6 _ _ 6 —_ — 
7 + _ 7 ~ a 
8 + — 8 _ ~ 
9 + = 9 _ — 
10 + _ 10 _ + 
11 nid + 11 = z 

12 + + 
13 _ + 
Total 11 cases Total 13 cases 
Total 24 cases 
Bacilli 5 cases 
Cocci 4 cases 12 cases 
Both 3 cases 
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like particles, as shown in Figure 4 4A, 
were frequently observed. There seemed to 
be an abundance, in portions, of phosphor- 
ic acid stones, which are not readily dis- 
solved (Fig. 4 B). As Saito and others 
have mentioned, the particles most fre- 
quently observed in the precipitates of 
the solvents are the so-called netlike sub- 
stances. Under the electron microscope, 
some of these are thick fibers and others 
are fine fibers, and they are either entan- 
gled among minute crystalloids or fill the 
interstices between the crystalloids. Fig- 
ure 4 C shows the thick fibers, Figure 4 D 
the thin fibers, and pores from which the 
crystalloids seemed to have fallen off are 
found in both. We also observed a spider- 
web-like organic structure (Fig. 4 E), 
which Ebstein, Keyser and Tsuji have also 
observed. The majority were as shown in 
Figure 4 F, and they belong to the afore- 
mentioned netlike substances. 

Although there are some reports that 
bacteria have been observed in the stones, 
the incidence in general seems to be very 
low. According to Chute, however, the de- 
tection rate of bacteria from the urine of 
persons with stones is 75 per cent, and 
Hori, after examining 201 patients during 
the past three years at this clinic, has de- 
tected bacteria in 25.3 per cent (Table 2). 

The frequency of bacteria seems to be 
quite high, whether they are present in the 
central portion or in the outer shell. Stones 
were examined under the electron micro- 
scope for bacteria, and in 12 of 24 cases 
the results were positive (Table 3). 

Although the central portion and the 
outer shell were examined separately in 
only 8 cases, bacteria seem to be more 
frequently found in the outer shell. In 2 
cases, however, bacteria were more abun- 
dant in the central portion, nearly forming 
a colony as in Hellstrém’s case. The outer 
shell of the same stone demonstrated only 
a few bacteria. The reason for the low 
detection rate with the methods hitherto 
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Fig. 4.—See text. 


employed may be the deformity of bac- 
teria in old stones and their poor staining 
capacity. Although it is only natural to 
assume that the stones are formed by the 
adhesion of crystalloids to the bacteria, 
Figure 4 J demonstrates the fact that the 
crystalloids are attached in the form of 
the bacteria. Such a portion can be ob- 
served only as a dim, red, netlike sub- 
stance with the Gram stain, Schiff or Fuel- 
gen reaction. When my ultrashort wave 
combined method is compared with the 
ordinary solution method, it can be noticed 
grossly that the former (O mark) is well 
dissolved (Fig. 5 A). The solvents, when 
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observed under the electron microscope, 
are mostly thin membrane-like or netlike 
substances (Fig. 5 B), while in the control 
most of the solvents are relatively thick, 
as is shown in Figure 5 C. 


SUMMARY 


Under the electron microscope the sim- 
ple chief components of a minimum 
amount of stone powder may be readily 
clarified. For some unknown reason, how- 
ever, they seem to differ somewhat from 
the chemically pure substances. 

Chrondroitin sulfuric acid demonstrates 
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a set pattern under the electron micro- 
scope, and identical ones were detected in 
the stones. 

A membrane-like substance, the mem- 
brane of blood corpuscles, a plate-shaped 
membrane-like substance, a netlike sub- 
stance and epithelial cells of the urinary 
tract, which can be detected only under 
the electron microscope, were observed in 
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the stones. These substances appeared in 
layers between the crystalloids, filled the 
interstices of the minute crystalloids, or 
were entangled with the crystalloids. 
Furthermore, portions in which the epi- 
thelial cells of the urinary tract were ar- 
ranged between the crystalloids were ob- 
served in specimens of stones stained with 
hematoxylin and eosin. 

Since the rate of detection of bacteria 
from stones is much increased under the 
electron microscope, it is considered that 
bacteria play an important role in the 
formation of stones. 

The acceleration of stone dissolution by 
the author’s ultrashort wave combined 
method may be related not only to the 
speed of dissolution but to other problems. 


RESUME 


Les principaux composants d’une faible 
quantité de poudre de calculs peuvent étre 
analysés au microscope électronique. Mais 
étant donné certaine cause inconnue, ils 
semblent se différencier quelque peu des 
substances chimiquement pures. 

L’acide sulfurique chondroitique pré- 
sente, au microscope électronique, un 
schéma déterminé; il en a été décelé de 
semblables dans l’analyse des calculs. 





Fig. 5.—See text. 
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La substance membranoide, la mem- 
brane des corpuscules sanguins, la sub- 
stance lamelliforme membranoide, la sub- 
stance en forme de réseau et les cellules 
épithéliales du tractus urinaire, qui ne 
peuvent étre décelées qu’au microscope 
électronique, ont été observées dans les 
calculs. Ces substances apparaissaient en 
couches entre les cristalloides, ou bien rem- 
plissaient les interstices des minuscules 
cristalloides, ou encore étaient enchevé- 
trées avec les cristalloides. De plus, des 
fragments dans lesquels les cellules épithé- 
liales du tractus urinairt étaient disposés 
entre les cristalloides, ont été observés 
dans les échantillons de calculs colorés a 
V’hématoxyline et éosine. 

Le taux de détection des bactéries des 
calculs ayant largement augmenté grace 
au microscope électronique, |’on peut con- 
sidérer actuellement que les_ bactéries 
jouent un réle important dans la forma- 
tion des calculs. 

L’accélération de la dissolution des cal- 
culs par la méthode comb:née des auteurs 
aux ondes ultracourtes, peut étre reliée 
non seulement a la rapidité de dissolution 
mais aussi a d’autres problémes. 


ZUSAM MENFASSUNG 


Die einfachen Hauptbestandteile einer 
minimalen Menge pulverisierter Harn- 
steine lassen sich unter dem Elektronen- 
mikroskop leicht klarmachen. Aus irgend- 
welchen unbekannten Griinden scheinen 
sie sich jedoch von den chemisch reinen 
Substanzen zu unterscheiden. 

Die Chondroitinschwefelsaure zeigt ein 
bestimmtes Muster unter dem Elektronen- 
mikroskop, dasselbe Muster konnte in den 
Steinen erkannt werden. 

Die membranartige Substanz, die Mem- 
bran von Blutkérperchen, plattenférmige 
membranartige Substanzen, netzformige 
Substanzen und Epithelzellen des Harn- 
kanals, die unter dem Elektronenmikro- 
skop entdeckt werden kénnen, liessen sich 
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auch in den Steinen beobachten. Diese 
Substanzen erschienen in Lagern zwischen 
den Kristalloiden oder fiillten die Zwi- 
schenraume zwischen kleinsten Kristalloi- 
den oder waren mit den Kristalloiden 
verstrickt. Ferner liessen sich in mit 
Hamatoxylin und Eosin gefairbten Stein- 
praparaten Abschnitte erkennen, in denen 
die Epithelzellen des Harnkanals zwischen 
den Kristalloiden gelagert waren. 

Da die Rate der Entdeckung von Bak- 
terien aus dem Steinmaterial unter dem 
Elektronenmikroskop erheblich ansteigt, 
wird angenommen, dass die Bakterien bei 
der Steinbildung eine wichtige Rolle 
spielen. 

Die Beschleunigung der Steinauflésung 
durch die kombinierte Ultrakurzwellen- 
methode des Verfassers laisst sich nicht 
nur mit der Geschwindigkeit der Auf- 
lésung sondern auch mit anderen Proble- 
men in Beziehung setzen. 


RIASSUNTO 


Per mezzo del microscopio elettronico 
possono essere chiaramente osservati i 
principali componenti semplici dei calcoli 
ridotti in polvere. Essi sembrano, tutta- 
via, differire per certi aspetti dalle sos- 
tanze chimicamente pure per qualche ig- 
nota ragione. 

L’acido condroitinsolforico dimostra al 
microscopio elettronico un disegno identico 
a quello che si rinviene nei calcoli. 

Nei calcoli e’ stato possibile osservare le 
sostanze a tipo di membrana, le membrane 
dei globuli samguigni, le sostanze a rete e 
le cellule epiteliali delle vie urinarie. 
Queste sostanze si dispongono a strati fra 
i cristalloidi, o riempiono gli interstizi fra 
i piu’ minuti cristalloidi o si trovano nell’- 
interno dei cristalloidi. Inoltre e’ stato 
possibile osservare cellule epiteliali strati- 
ficate fra i cristalloidi in preparati di cal- 
colo colorati con ematossilina-eosina. 

La frequenza di reperti batterici nell’- 
interno dei calcoli, alla osservazione 
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ultramicroscopica, fa pensare che i batteri 
abbiano una parte importante nella genesi 
dei calcoli. 

L’accelerazione della dissoluzione dei 
calcoli, ottenuta con il metodo delle onde 
ultracorte, puo’ essere messa in rapporto 
con molti importanti problemi. 


SUMARIO 


Ao microscopio eletrénico, os simples 
componentes principais de uma quanti- 
dade minima de po de calculos podem ser 
rapidamente clarificada. Devido 4 qualquer 
causa desconhecida, parecem, no entanto 
diferir, das substancias quimicamente 
puras. 

O acido condroitin-sulfurico apresenta 
um determinado aspecto sob o microscépio 
eletrénico, idéntico as encontrado nos ca- 
leulos. 

As substancias tipo membranas de cor- 
pusculos sanguineos, as em forma de 
prato, as em forma de réde e celulas epite- 
liais do trato urinario, observaveis s6- 
mente no microscépio eletronico, foram 
encontradas nos calculos. Estas substan- 
cias apareceram em forma de camadas 
entre os cristaloides ou encheram os inter- 
sticios de cristaloides minusculos ou in- 
crustados nos mesmos. Alem do mais, 
porcdes nas quais as celulas epiteliais do 
trato urinario estavam organizadas entre 
cristaloides, foram observadas nos especi- 
mens de calculos corados com hematoxi- 
lina e eosina. 

Desde que o grau de deteceao de bacteria 
em calculos aumenta ao microscépio ele- 
trénico considera-se que as bacterias ten- 
ham um importante papel na formacao dos 
mesmos. 

A aceleracéo da dissolucéo de calculos 
pelo método combinado de ondas ultras- 
curtas do A. pode ser relacionado n4o s6- 
mente 4 velocidade de dissolucéo como 4 
outros problemas. 
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RESU MEN 


Los componentes elementales principales 
de una minima cantidad de polvo de piedra 
pucden ser facilmente clarificados por me- 
dio del electromicroscopio. De todas mane- 
ras parece ser que, debido a alguna causa 
desconocida, difieren en alguna manera de 
las sustancias quimicas puras. 

El] acido condroitinosulftrico muestra 
una serie de caracteristicas, idénticas a las 
demostradas en algunas piedras, a la ob- 
servacion electromicroscopica. 

También en los calculos se han identifi- 
cado la sustancia membranoide, la mem- 
brana de los globulos sanguineos, la 
sustancia reticular y células epiteliales uri- 
narias mediante el uso del electromicro- 
scopio. Tales sustancias se presentan en 
capas entre los cristaloides, o llenan los 
intersticios 0 aparecen mezcladas con los 
cristaloides. Y mas atin, en preparaciones 
de calculos tenidos con hematoxilina y 
eosinase han observado porciones en las 
que las células epiteliales del epitelio 
urinarioaparecen organizadas por entre 
los cristaloides. 

Todo vez que con el elecromicroscopio se 
descubre mayor cantidad de bacterias en 
estas preparaciones se considera que tales 
bacterias pueden jugar un papel muy im- 
portante en la génesis de los calculos. 

La aceleracién de la disolucién de los 
calculos por el método combinado de ondas 
extracortas aconsejado por el autor puede 
tener relacién no solo con la velocidad de 
esta disolucién sino con otros problemas. 
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When we contemplate the miseries that have arisen from fanaticism, or fervid 
enthusiasm, although it is but a sad consolation, yet it affords some gratification 
in our charitable view of mankind, to think, nay to know, that this fearful state 
of mind is a disease, a variety of madness, which may in many instances be 
referred to a primary physical predisposition, and a natural idiosyncrasy. It is 
as much a malady as melancholy and hypochondriacism. In peculiar constitutions 
it grows imperceptibly. Lord Shaftesbury has made the following true observation: 
“Men are wonderfully happy in a faculty of deceiving themselves whenever they 
set heartily about it. A very small foundation of any passion will serve us not 
only to act it well, but even to work ourselves in it beyond our own reach; a man 
of tolerable goodnature, who happens to be a little piqued. may, by improving 
his resentment, become a very fury for revenge.” 

Thus it is with enthusiasm, a malady which in its dreadful progress has been 
known to become contagious, one might even say epidemic. Vain terrors have 
seized whole populations in cities and in provinces; when every accident that 
happened to a neighbour was deemed a just punishment of his sins, and every 
calamity that befel the fanatic was considered the hostile act of others. Jealousy 
and dark revenge were the natural results of such a state of mind, when the 
furious fire of bigotry was fanned by ambition until monomania became demono- 
mania of the most hideous nature, and every maniac bore in his pale and emaciated 
visage the characteristic of that temperament which predisposes to the disease. 
Seldom do we observe it in the sanguineous temperament, remarkable for mental 
tranquillity, yet determined courage when roused to action. The choleric and 
bilious, impetuous, violent, ambitious, ever ready to carry their point by great 
virtues or great crimes, may no doubt rush into a destructive career; but then 
they lead to the onset the atrabilious, men saturated with black bile, and consti- 
tuting the melancholy temperament. Here we behold the countenance sallow and 
sad; the visage pale and emaciated, of an unearthly hue: gloom, suspicion, hate, 
depicted in every lineament; the mirror of a soul unfitted for any kind sentiment 
of affection, pity, or forgiveness. Detesting mankind, and detested, they seek 
solitude. to brood upon their wretchedness. or to derive from it the means to 


make others as miserable as themselves. 
—WMillingen (circa 1837) 
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quent in Turkey, which belongs 

partly to the Mediterranean sector. 
Statistics of the surgical clinics in Turkey 
on pulmonary, hepatic and other sites of 
the disease are closely comparable to those 
from South American clinics. 

Although the incidence of cerebral 
echinococciasis is low compared to that in 
other affected areas, its occurrence is by 
no means exceptional. This article consti- 
tutes the first part of a study on echino- 
cocciasis of the central nervous system, 
observed at the Second Surgical Clinic of 
the University of Istanbul. It will deal 
only with forms localized in the brain. 


H tent i infestation is not infre- 
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Eight cases of hydatid cyst of the 
brain are reported. In the author's 
opinion the treatment is neurosurgi- 
cal. The roentgenographic and en- 
cephalographic pictures are de- 
scribed and illustrated. Since the 
cysts are usually well advanced be- 
tore the patient seeks treatment, the 
importance of careful and detailed 
study is emphasized. 
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Hydatid cysts of the spinal cord will be 
the subject of another article. 

The information on hydatid disease 
presented in standard textbooks is not 
substantial. In the classic monograph by 
Cushing! on 2,000 brain tumors, only 2 
cases of hydatid cysts of the brain are 
briefly described. Dandy? reserved only 
two pages to this subject in the neuro- 
surgical chapter of The Practice of Sur- 
gery by Lewis. In the volume on pa- 
thology of the new monumental Handbuch 
der Neurochirurgie, two pages are devoted 
to it by Ziilch,*? whereas Mattos-Pimenta‘ 
contributes four pages in Volume 4/1. In 
the literature the most satisfactory data 
are presented by Paillas and Bonnal? in 
the Encyclopedie Medico-Chirurgicale. 
Other publications on this subject are re- 
stricted to occasional reports in periodi- 
cals. 

A close analysis of this literature re- 
veals that no standard methods have been 
elaborated for an accurate preoperative 
diagnosis and an effective operative treat- 
ment of this pathologic condition. The 
chances of the neurosurgeon, therefore, 
are more hazardous and less promising 
than are those of the general surgeon who 
deals with the same disease in the liver 
or the lung. 

The purpose of this article is to review 
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and analyze 8 cases of cerebral hydatid 
cyst observed at the Second Surgical 
Clinic of the University of Istanbul and, 
if possible, to draw conclusions as to diag- 
nosis and treatment. Other cases of hy- 
datid cysts of the brain in Turkey have 
been reported in an article by Berkay.® 

Cerebral forms of hydatid disease are 
caused by the larval stage of Echinococcus 
granulosis (Goeze, 1782). Clinically it is 
Echinococcus multilocularis. In my own 
cases I have never encountered Echino- 
coccus alveolaris. The parasite enters the 
central nervous system by way of the 
blood stream (the pulmonary circulation) . 
Parasites carried by the internal carotid 
artery are most often localized in the 
cerebral hemispheres or the ventricles, 
whereas, those arriving by way of the 
vertebral arteries are probably more fre- 
quently settled in the contents of the pos- 
terior fossa. On the other hand, it seems 
logical to presume that extradural deposits 
are caused by rupture of the intracranial 
cysts. 

In cases of primary echinococciasis the 
parasite is obliged to pass through the 
capillaries of the liver and the lung after 
penetrating the intestinal wall and enter- 
ing the portal venous circulation. The diffi- 
culty of this passage explains the differ- 
ence of frequency between the hepatic 
(7.9 per cent) and the cerebral (1.4 per 
cent) localization of the disease (Dévé’). 
On the other hand, it does not supply a 
satisfactory explanation for the infre- 
quency with which hepatic and pulmonary 
lesions coexist. 

Among other parasites of the central 
nervous system, Cysticercus cellulosa is 
most often deposited in the cisternae and 
is multiple. On the contrary, multiple hy- 
datid cysts are probably metastatic or due 
to recurrence. I have not yet encountered 
Cysticercus in Turkey, because most of 
the people are Muslims and do not eat 
pork. 
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A review of the literature indicates that 
the following authors have communicated 
substantial numbers of cases: In 1935 
Morquio*® reported 38 personal cases in 
Uruguay; Philipov® reported 15 cases in 
Bulgaria, and Goinard and Descuns!® 30 
cases in France. In 1944 Roger! estimated 
the number of reported cases at approxi- 
mately 300. 

Material and Methods.—All cases of 
hydatid cyst observed at the Second Sur- 
gical Clinic of the University of Istanbul 
between 1952 and 1959, inclusive, have 
been reviewed for the purpose of this 
study. The distribution of the disease in 
various organs was as follows: 


Lung 38 
Liver 96 
Kidney 3 
Spleen 2 
Brain 8 


Of the 8 cases of cerebral cyst, the le- 
sions were located as follows: 


Intrahemispheric 
Intraventricular 
Cerebellopontile 
Extradural 

In 1 case the lesion was metastatic, the 
primary cyst being in the lung. In another, 
a cyst of the temporal horn that was 
solitary at onset of the disease became 
multiple after subsequent operations. 

In the literature, in a considerable num- 
ber of reported cases, the patients were 
children. In this respect, the most prolific 
statistics available are those of Morquio,* 
who detected 38 hydatid cysts among 82 
infantile brain tumors. In my cases, the 
patients ranged from 10 to 43 years of 
age, the average being 20.5. Five of them 
men and 3 were women. 

Clinical Study.—In adults, hydatid cysts 
of the brain usually cause focal symptoms 
at onset and progress to a syndrome of 
intracranial hypertension. In children, on 
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the other hand, these two sets of symp- 
toms coexist, the usual form being a dom- 
inant intracranial hypertension with 
minimal focal signs. If focal signs are 
present, location of the site is clinically 
simple. Among these localizing signs, the 
most informative is a slowly progressive 
motor disturbance. 

The onset of the disease is usually 
characterized by flaccid hemiparesis with 
abolition of reflexes. This symptom pro- 
gresses to spastic hemiplegia with a posi- 
tive Babinski sign. Compared to these 
motor symptoms, disturbances of sensi- 
tivity are minimal and can be easily over- 
looked. 

In the literature, much emphasis has 
been placed on the frequency of visual 
disturbances. Among them, hemianopsia 
is a valuable and localizing sign (Schroe- 
der,!? Goinard and Descuns'®). On the 
other hand, when the cyst is situated in 
the hemispheres, the most revealing symp- 
tom is a focal cerebral seizure. Further- 
more, it obliges the patient to seek medi- 
cal aid at a comparatively early stage of 
the disease, owing to the discomfort it 
produces. These seizures have a tendency 
to be easily generalized. 

Local tenderness of the skull, if present, 
is a sign obvious enough to give one an 
idea as to the location of the cyst. 

In children, percussion of the skull may 
evoke McEvan’s sign. In patients with 
disjunction of the cranial sutures, due to 
the presence of a hydatid cyst, Castex has 
noted and described a specific auditive 
sign. In the meantime, South American 
authors also describe a parchment-like 
bruit on auscultation when the bones of 
the skull are eroded by the cyst. 

When insidiously progressive cases are 
submitted to medical examination, ocular 
signs, such as papilledema and/or optic 
atrophy, are usually present. In 1 of my 
personal cases a Foster-Kennedy syn- 
drome was present. 


336 


SEPTEMBER, 1961 


Plain roentgenograms are not informa- 
tive, except for signs of intracranial 
hypertension, and it is impossible to dif- 
ferentiate a hydatid cyst from a brain 
tumor on the sole basis of these images. 
Nevertheless, occasionally one is able to 
see a round, calcified hydatid mass. In 
my experience this has never occurred. 

In children, disjunction of the suture 
lines is an early and obvious sign. The 
roentgenograms of small children show 
diffuse circumvolutional markings. At 
the same time, a honeycomb picture can 
be observed on the skull itself. Even in 
adults the intracranial hypertension is 
usually so intense that, in the majority of 
cases, the suture lines are separated as in 
children. On the other hand, surprisingly 
enough, psychic health is well preserved. 

Cytologic and chemical studies of the 
blood in cases of cerebral hydatid disease 
are not revealing. The only sign observed, 
namely, eosinophilia, is not significant in 
tropical regions, because of the multi- 
plicity of other parasites. 

The cerebrospinal fluid is usually nor- 
mal and does not show eosinophilia 
(Schroeder!?). The only abnormality may 
be a slight or moderate degree of lympho- 
cytic pleocytosis, which is never signifi- 
cant. Furthermore, lumbar puncture is 
extremely dangerous in these cases, be- 
cause of the presence of intracranial hy- 
pertension. 

The course of cerebral hydatid disease 
is insidious, slowly progressive and long- 
lasting. The brain itself is surprisingly 
resistant to the huge mass of the cyst. 
Toxic signs like urticaria, pruritus and 
epistaxis are seldom present. None of 
these has been observed in my cases. 

Diagnosis —I must confess that the 
exact diagnosis of cerebral echinococcus 
cyst, in a region where this parasite is 
exceptional, is quite impossible. The most 
a neurosurgeon can do is to diagnose a 
space-occupying lesion. As there seems to 
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exist no syndrome typical or diagnostic 
of cerebral hydatid cyst, the only way 
one can arrive at a preoperative diagnosis 
is to assume its presence in a patient who 
lives in a “hydatid region” and displays 
symptoms of brain tumor. 

Casoni’s intradermal test and the com- 
plement fixation test of Weinberg can be 
of diagnostic assistance in only 50 per 
cent of cases. I prefer the intradermal 
test for its simplicity as compared to the 
complement fixation test, which is expen- 
sive and time-consuming. On the other 
hand, Hoffman" finds a higher percentage 
of positive results, in proved cases, with 
Weinberg’s reaction and reports that it 
is significant in showing whether or not 
the cyst is alive. Although Goinard and 
Descuns’® attach no value at all to these 
reactions, my opinion is that, if the tests 
give positive results, they can be of diag- 
nostic help, whereas negative results 
should by no means exclude the presence 
of hydatid disease. The coexistence of 
hepatic or pulmonary echinococcus and 
cerebral cyst is rare, but when it exists 
it can be shown on routine roentgeno- 
grams taken of every patient suspected 
of having brain tumor. In 7 cases of cere- 
bral echinococcus treated by operation, 
Obrador'! discovered 2 latent pulmonary 
hydatid cysts by postoperative roentgen- 
ographic control. 

Ventriculograms, which are dangerous 
to the patient and therefore contraindi- 
cated, show images typical of space- 
occupying lesions without being specific 
for hydatid disease. On the other hand, 
if the brain needle pierces the wall of the 
cyst instead of the ventricular wall, an 
aerocystogram is obtained (Fig. 1). All 
patients with suspected cerebral echi- 
nococcosis are extremely poor candidates 
for air encephalographic study. 

The cerebral angiogram seems to be the 
most faithful diagnostic aid. The images 
are characteristic for hydatid cysts: The 
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Fig. 1.—Cirecumvolutional markings in hydatid 
cysts. 


region occupied by the cyst is absolutely 
avascular, and the vessels outiining the 
cyst are stretched, forming smooth curves 
and simulating strips encircling a spheri- 
cal mass. 

Electroencephalographic Study.—Fus- 
ter, Gastaut and Castells’® attach signifi- 
cance to a silent zone encircled by delta 
waves, but this may be valuable only in 
regions where hydatid disease is a com- 
mon occurrence. In my series, I found 
that bioelectric asymmetry differing from 
alterations produced by destructive glioma 
was more frequent. It is absolutely impos- 
sible, however, to define a specific electro- 
encephalographic pattern for cerebral hy- 
datid cyst. Perhaps, if a dramatic picture 
with delta arrythmia and great amplitude, 
corresponding to a well-tolerated and long- 
lasting brain tumor, is observed, and if 
the biologic reactions of the same patient 
indicate echinococcus, one may be fairly 
sure of the presence of cerebral hydatid 
cyst. 





REPORT OF CASES 


CASE 1.—M. I., a man 34 years old, was 
first seen at the Clinic in September 1952, 
when a round shadow due to a hydatid cyst 
in the apical segment of the right lung was 
noticed on roentgen control. Three months 
earlier, on two occasions, the patient had 
vomited clear liquid, and there had been an 
anaphylactic shock accompanied by urticaria. 

He refused operation. Three months later 
he was admitted to the Clinic in a comatose 
state, as an “emergency case.” Examination 
revealed, in addition to the coma, abolition of 
response to painful stimuli, punctiform pupils, 
total abolition of all reflexes, Cheyne-Stokes 
breathing and a thready pulse. He died three 
hours after admission. 

Autopsy revealed 3 metastatic hydatid cysts 
in the right cerebral hemisphere and 4 in the 
left. The largest was about the size of a nut. 
Diffuse edema was noted in both hemispheres, 
and 1 of the cysts on the right was situated 
in the substance of the striatum.* 


CASE 2.—H. C., a man 43 years old, was 
admitted to the Clinic in February 1953, com- 
plaining of headache, defective hearing and 
facial paralysis. Four months later he had 
first had severe headaches, followed in two 
months by the appearance of diplopia and, 
later, facial paralysis. He did not remember 
the time of onset of his auditory troubles, 
which were very slowly progressive. Examina- 
tion revealed total deafness in the left ear. 

Neurologic examination revealed vision of 
6/12; left abducens paralysi fine nystagmoid 
jerks in the left horizontal position of the 
eyes and coarse jerks in the right horizontal 
position; hypoalgesia of the area innervated 
by the maxillary and mandibular branches of 
the trigeminal nerve; abolition of the corneal 
reflex on the left, and a glairy veil on the left 
cornea. The: left hemiglossal area was hypo- 
esthetic, and paralysis of the left pterygoid 
and left peripheral facial paralysis were also 
noted. After audiometric examination, the 
otologist reported deafness of the internal ear 
on the left. The caloric test evoked no reac- 
tion. The voice was coarse, and the soft 
palate did not contract well on the left side. 
Asymmetry of the left extremities, a bilat- 
erally indifferent Babinski sign, an obvious 
Romberg sign with propulsion to the left, and 
a staggering gait were noted. 


*This was the only case of multiple metastatic cysts in the 
series. 
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The lesion was tentatively diagnosed as an 
advanced tumor of the cerebellopontine angle, 
and surgical exploration was done. With the 
cerebellum retracted at the level of the lateral 
cisterna, a thin, white cystic formation, ex- 
tending into the cisterna magna, was noted. 
This was thought to be an arachnoidal cyst; 
its hydatid nature was not suspected. During 
manipulation the cyst was perforated and its 
contents spilled out, at which time the pres- 
ence of a number of daughter vesicles re- 
vealed its true nature. The inner aspect of 
the cyst was firmly attached to the wall of the 
pons, like an acoustic neurinoma. 

The operative field was washed with saline 
solution and aspirated, and the wound was 
closed. Although the anesthetist reported the 
course of the operation, both during rupture 
of the cyst and thereafter, as normal, the pa- 
tient never regained consciousness, and the 
pupils remained punctiform. On the evening 
of the day of operation the pulse was thready, 
and in spite of transfusions the systolic blood 
pressure remained low. The patient died 
twenty hours after the operation, in hyper- 
thermia. 

On postmortem examination, the impression 
of the cyst on the pons cerebri, which was 
pushed to the right, was observed, as were 
diffuse edema and congestion in the segment 
corresponding to the pressure caused by the 
cyst, and edema, congestion and _petechial 
hemorrhages in both hemispheres. 

In this case death was apparently due to 
the toxic effect of the spread of the cystic 
contents, although the immediate postopera- 
tive course was uneventful. 

CASE 3.—A. Y., a boy 14 years old, was ad- 
mitted to the Clinic in August 1953, complain- 
ing of rigidity of the left extremities, con- 
vulsive attacks in the left arm and seizures 
accompanied by deviation of the eyes. Five 
months prior to admission, severe headache 
had set in as the boy walked home after tak- 
ing an extremely hot bath. With the use of 
analgesic drugs this headache subsided, but 
it never disappeared. After a few days it 
became continuous on the right side of the 
head and radiating toward the front. Four 
days later diplopia was observed. The patient 
was treated for “a touch of cold.” The head- 
ache diminished, but the diplopia did not 
change. At the same time, vomiting occurred 
even though the boy ate little. One week after 
onset he was hospitalized (in a state hospital). 
The headache and the diplopia were treated 
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to some extent, but no diagnosis was made. 
The patient was then taken to two other 
clinics, staying, ten days in each, and was sent 
to this Clinic with a diagnosis of tumor of the 
brain. 

One week prior to this admission the boy 
had had a convulsive seizure, beginning in 
the left hand and the left corner of the mouth 
and ending with loss of consciousness. Such 
seizures occurred, in the beginning, only two 
or three times a day and lasted four or five 
minutes, but later they occurred more fre- 
quently and lasted longer. 

Neurologic examination of the semicoma- 
tose patient revealed the following abnormal- 
ities: severe pain on percussion of the right 
temporal region; moderate rigidity of the 
head and neck; deviation of the body to the 
right; bilateral gross papilledema on ophthal- 
moscopic examination; ptosis of the right up- 
per eyelid; moderate bilateral exophthalmia; 
deviation of the eyes to the right; left central 
facial paralysis; exaggerated and_ spastic 
reflexes, and a positive Hoffman’s sign in the 
left upper extremity. The pinprick test evoked 
tremor, and the patient urinated involuntarily 
during examination for reflexes. The abdomi- 
nal reflexes were absent. Those of the lower 
extremities were bilaterally exaggerated; the 
left leg was spastic, and clonus and Babinski’s 
sign on the left were observed. During ex- 
amination one of the typical seizures occurred, 
and the patient went into a state of decere- 
brate rigidity; he returned to normal, how- 
ever, in a short time. In spite of all the 
treatment administered for cerebral edema, he 
died twelve hours after admission, in one of 
the seizures. At autopsy a hydatid cyst 
measuring 12 by 10 cm., extending from the 
right frontal pole to the caput nucleus cauda- 
tus and involving the internal capsule, was 
observed. Diffuse cerebral edema and con- 
gestion were also present. 

CASE 4.—M. B., a girl 8 years old, was ad- 
mitted to the Clinic in April 1956, complaining 
of headache, vomiting and diplopia of two 
months’ duration. The symptoms first to ap- 
pear were morning headache and projectile 
vomiting, followed promptly by diplopia. The 
child, an active and clever shepherdess, stated 
that the frontal headaches were aggravated 
by movement of her head. 

Neurologic examination revealed bilateral 
advanced papilledema with blackouts of vision; 
left convergent strabismus; right peripheral 
facial paralysis, and diminution of the reflexes 
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Figs. 2 and 3.—Roentgenograms taken in Case 4, 
showing disjunction of suture lines: 


in the extremities. The lower extremities 
were normal except for this diminution. Be- 
cause of a large abdominal scar, the abdominal 
reflexes could not be elicited. The general 
condition was low and the gait staggering. 
Plain craniograms revealed disruption of 
the suture lines and diffuse circumvolutional 
markings. Ventriculographic study was done. 
When the dura was incised through a burr 
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hole on the left, a white membranous mass 
protruded from the opening. Its appearance 
was typically that of a hydatid cyst. The burr 
hole was enlarged, the cyst-containing area 
isolated and the cyst aborted by injecting air 
into the right ventricle. The cyst was not 
ruptured. 

Postoperatively the symptoms disappeared 
dramatically. The papillae returned to nor- 
mal in four days. The cyst measured 4 by 


6 cm. and contained numerous daughter ves- 
icles. 

CASE 5.—G. Y., a girl 13 years old, was 
admitted to the Clinic in December 1954 with 





Fig. 4.—First roentgenogram taken in Case 6, 

showing typical left temporal space-occupying 

mass, which proved to be hydatid cyst in left 
descending horn. 





Fig. 5.—Second angiogram taken 


5 in Case 6, 
showing local recurrence in ventricle. 


340 


SEPTEMBER, 1961 


euphoria, left facial paralysis, headache and 
occasional convulsive seizures. Four months 
earlier she had had such a seizure involving 
the right side of the body and the right 
extremities, accompanied by loss of conscious- 
ness. A few days after the first attack a 
second one occurred, causing asymmetry of 
the left side of the face. A gradual change 
of character, toward an abnormally joyful, 
elated attitude, was noted. 

Neurologic examination revealed well-pre- 
served sonorousness of the skull on percussion. 
The following abnormalities were noted: 
moria; anosmia on the right side; primary 
atrophy of the left optic nerve, and papille- 
dema on the right. The vision was 6/12; the 
corneal reflexes were bilaterally absent, and 
central left facial paralysis was present. Dur- 
ing the outstretched arm test, bilateral tremor 
and lateral falling of the right arm were ob- 
served. The reflexes were normal except for 
the abdominal reflexes, which were absent. 
There was occasional involuntary micturition. 

On the ventriculogram the right ventricle 
could not be detected, and a space-occupying 
lesion, displacing the left ventricle laterally, 
was observed. During surgical exploration by 
means of a large frontal flap, clear liquid was 
ejaculated through a temporal incision. This 
was considered evidence of a subdural hydatid 
cyst. The flap was completed, and a hydatid 
cyst the size of an apple, obliterating the right 
ventricle and extending to the cortex, was 
extirpated. 

The first two postoperative days were nor- 
mal, and consciousness returned. Unfor- 
tunately, on the third day the patient died 
in deep hyperthermia. Permission for autopsy 
was refused. The cause of death was assumed 
to be the toxic effect of the cyst’s contents on 
the brain.* 

CASE 6.—M. K., a woman 21 years old, was 
first admitted to the Clinic in December 1955, 
with the following complaints: headache, 
blurred vision and slight right facial asym- 
metry. Six months earlier she had noticed 
retardation of her psychic reactions, as well 
as intermittent headache. Vomiting did not 
occur. During the past two months the vision 
had become blurred and asymmetry had de- 
veloped at the right corner of the mouth. The 
headaches had become continuous and the 
patient mentally disturbed. She was overemo- 





*Ever since this patient’s case was observed, Casoni’s test 
has been performed on every patient with a space-occupying 
lesion of the brain. 
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tional and complained of irritation at not be- 
ing able to read and work as before. 


Examination revealed tenderness of the left 
temporal area to percussion; exaggeration of 
the headache on movement of the head; bilat- 
eral papilledema and hemorrhage; peripheral 
narrowing. of the visual fields; obvious right 
facial paralysis, and diminished abdominal 
reflexes on the right side. 


Casoni’s reaction was negative. An an- 
giogram of the brain showed a space-occupy- 
ing lesion in the left temporal region. At 
operation this area was noted to be abnormal 
in color and consistency, and a subcortica 
tumor was suspected. An incision was made 
in the cortex, and clear fluid poured out, re- 
vealing the true nature of the tumor. The 
incision was enlarged; the operative field was 
washed with saline solution, and a hydatid 
cyst as large as an apple was extracted from 
the substances of the left temporal horn. The 
postoperative course was uneventful, and the 
patient was discharged fifteen days after the 
operation. 

In April 1957 she returned, complaining of 
headaches and convulsive seizures. During 
the year since the operation she had been 
asymptomatic, but recently, while taking a 
bath, she had had a convulsive seizure accom- 
panied by torsion of the face and body to the 
right and loss of consciousness. The neurolo- 
gist who examined her after this seizure at- 
tributed the attack to scarring and adhesions 
due to the former operation. Barbiturates 
were administered but did not improve her 
condition; headache became continuous, and 
the blurred vision returned, whereupon the 
patient, alarmed, returned to this Clinic for 
treatment. 

Examination at that time revealed that the 
operative scar on the skull was healed and 
the flap tender to percussion. Bilateral papil- 
ledema was noted. I considered this due 
to the recurrence of the hydatid cyst. The 
patient refused cerebral angiographic ex- 
amination. An electroencephalogram was 
taken, and in the left central region slow and 
sharp-slow arrythmia of moderate amplitude 
was detected. Reoperation was performed, 
and a cyst that filled the defect at the base 
of the flap, left after the first operation for 
decompression, was extirpated. At the same 
time two other cysts were observed filling 
the substance of the left temporal horn; 
these were also extracted without bursting. 
The patient recovered from this second 
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Fig. 6.—Fourth operation in Case 6, for removal 
of left parieto-occipital cyst. 





Fig. 7—Cyst and its cavity. 


operation without showing any trouble in 
speech, but, on account of the scar made on 
the cortex during operation, she was kept 
under control with barbiturates. 

In December 1958 she returned with the 
same symptoms. This time speech disorders 
accompanied her complaints, This was a type 
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of receptive aphasia, an obvious evidence 
of cortical destruction. Bilateral papilledema 
had returned. A third operation was done, 
with some difficulty due to the adhesions of 
the left temporal cortex. Four cysts were 
extracted without rupture. When the ven- 
tricles were explored, however, small vesicles 
poured out from these spaces. Twelve such 
vesicles were extracted. This showed that 
the ventricular system was inundated with 
the cysts and the outlook for the future was 
not very promising. The postoperative course 
was uneventful; aphasia regressed in one 
week, and the patient was discharged. 


In January 1960 she returned in a dis- 
tressing general condition, with convulsive 
seizures, aphasia and visual disturbances. 
Apraxia of the left hand was added to these 
symptoms. Severe painful tenderness was 
noted in the skull, behind the old surgical 
flap, i.e., in the parieto-occipital region. An 
electroencephalogram showed asymmetry of 
the left centroparietal region. 

The patient accepted a fourth operation in 
spite of the risk. A second flap, behind the 
first one, was elevated, and a hydatid cyst as 
large as an orange was extirpated from the 
right parieto-occipital lobe. The patient bore 
the operation surprisingly well and was dis- 
charged from the hospital on the fifteenth 
postoperative day. At the time of writing, 
from a letter I have received, I understand 
that she is alive and well. 


CASE 7.—U. A., a boy ten years old, was 
admitted to the Clinic in April 1960 with 
total blindness of the right eye and dim- 
inution of vision of the left. Two and a half 
months prior to this consultation he had 
had severe headaches and projectile vomit- 
ing. After this episode diplopia developed, 
which proceeded to loss of vision in the right 
eye and diminution in the left. Examination 
revealed anosmia on the right side; bilateral 
optic atrophy; paralysis of the rectus later- 
alis muscle on the left; abolition of the reflex 
to light on the right, and fine nystagmoid 
jerks in the right horizontal position. Slight 
deficiency of hearing was present on the 
right side. His body constitution suggested 
an adiposogenital syndrome. 

Plain roentgenograms of the skull showed 
distortion of the right petrous pyramid and 
disseminated calcareous shadows around it. 
On the ventriculogram, displacement of the 
right temporal and occipital horns and an- 
teroposterior shift of the right ventricle were 
observed. Casoni’s reaction was positive. 
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Surgical exploration was performed 
through a right temporal flap, and a hydatid 
cyst, situated in the middle fossa between 
the petrous pyramid and the superficial 
sinus petrosus, was extracted. The cyst was 
extradural. The postoperative course was un- 
eventful, and the patient was discharged two 
weeks after the operation. 

CASE 8.—M. D., a man aged 25, sought 
medical aid for severe headaches and 
troubles of vision, in May 1957. During the 
preceding year he had noticed heaviness of 
the head and a retardation of his intellectual 
faculties. Five months after the onset of his 
disease, the headaches became continuous 
and localized at the vertex and frontal re- 
gion. These headaches did not respond to 
analgesics and were accompanied by vomit- 
ing. At the same time blurred vision was 
added to these symptoms. 

On neurologic examination the following 
symptoms could be detected: intellectual 
sluggishness, restriction of the visual fields, 
bilateral papilledema, paralysis of the rectus 
lateralis on the right and astereognosis in 
the right hand. The abdominal reflexes were 
diminished. Ventriculographic study was 
done, and during the perforation of the right 
burr-hole and the introduction of the brain 
cannula a clear liquid flowed out from the 
opening. Twenty cc. of air was injected into 
this cavity and an aerocystogram was ob- 
tained. The burr-hole was enlarged, and the 
cyst was extracted by aspiration and by 
releasing air into the contralateral ventricle. 
At the time of writing there has been no 
sign of recurrence, and for the moment we 
consider this patient cured. 


COMMENT 


On reconsideration of the complaints of 
the patients whose cases are reported in 
this article, it can be stated that no definite 
or special symptoms for this disease can 
be-recognized. The neurosurgeon, there- 
fore, is confronted with the difficult prob- 
lem of establishing a relation among the 
various complaints of a patient who dis- 
plays signs of intracranial hypertension 
due to a space-occupying lesion of the 
brain and cerebral echinococciasis. Fur- 
thermore, he must be especially careful 
during operation, as dissemination of the 
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siquid contents of the cysts among the 
neurons is extremely dangerous. Adequate 
caution can be achieved only if the sur- 
geon suspects the hydatid nature of the 
lesion before the operation. Unfortunately, 
the only reliable basis for the presumption 
of a hydatid cyst of the brain is its possi- 
bility ; one must therefore bear this possi- 
bility in mind when confronted with a 
patient whose complaints are referable to 
regions where this parasite is not infre- 
quent. 

It is easy to see that all these symptoms 
can be correlated with advanced intra- 
cranial hypertension and, occasionally, a 
certain degree of focal irritation. This, as 
has been pointed out, can by no means be 
taken as characteristic of echinococciasis 
of the brain. 

The rare association of motor disturb- 
ances and troubles due to sensitivity in 
the same patient (1 case only) shows that 
the brain tolerates very well the presence 
of hydatid cysts. For this reason, when 
a patient seeks medical aid on account 
of neurologic complaints, the cyst is usu- 
ally very large. 

Focal seizures, observed in one of my 
cases, were due to scarring and adhesions 
of the cerebral cortex after successive 
operations. The decerebrate state encoun- 
tered in another case was probably caused 
by tentorial herniation. When the cases 
in this series are compared with those 
reported in the literature, the following 
conclusions can be drawn: 

1. When a patient seeks medical treat- 
ment for complaints related to cerebral 
hydatid cysts, the lesion is already ad- 
vanced, having taken the form of an ex- 
pansive space-occupying tumor. 

2. The patient, usually a child or a 
young adult, shows nonspecific signs of 
well-tolerated intracranial hypertension. 
In children, when this hypertension is 
compensated by disjunction of the cranial 
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Fig. 8.—Aerocystogram taken in Case 8. 


suture lines, focal signs can be more 
significant. 

3. Peripheral cysts usually provoke 
local tenderness of the skull in the area 
under which they are located. 

4. Hydatid cysts are most often situ- 
ated in the supratentorial space, but it is 
difficult to conclude that these cysts have 
a predilection for any particular site 
within the skull. I have encountered such 
cysts in the ventricles, in the brain sub- 
stance, at the cerebello-pontile angle and 
outside the dura mater. 

5. When the hydatid cyst in the brain 
is not metastatic or due to recurrence, it 
is usually solitary. 

I have found the following points valu- 
able in making the presumptive diagnosis 
of cerebral echinococciasis prior to surgi- 
cal exploration: 

1. It is helpful to bear in mind the pos- 
sibility of this disease in patients who 
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show symptoms of well-tolerated intra- 
cranial hypertension of long duration, in 
a region where this parasite is not rare. 

2. Inquiry as to whether the patient 
has been in close contact with sheep or 
dogs, and a search for local tenderness 
in those who have, may give the surgeon 
some idea of the situation. 

38. A zone of bioelectric disturbance 
surrounded by delta rhythm on the elec- 
troencephalogram may be detected. This 
symptom is significant when accompanied 
by other presumptive signs. 

4. Investigation after injection of air 
into the ventricles can provide only signs 
indicating a  space-occupying lesion, 
whereas if air is injected into the cyst 
itself and an aerocystogram is obtained, 
the result can be considered specific. 
This is possible only when the wall of 
the cyst is opened, which is most danger- 
ous to the patient; the method, therefore, 
must be severely condemned and never 
utilized. 

5. Cerebral angiographic study, on the 
other hand, is a most valuable diagnostic 
procedure. Roman and Iniquez-Sanjulian'® 
have formulated valuable criteria for the 
interpretation of these images. These 
points can be summarized as follows: an 
avascular, spherical zone surrounded by 
stretched arteries with enormous displace- 
ment (spider legs). The only other lesions 
that provoke such images are hydrocepha- 
lus and certain supratentorial tumors in 
children. Relying on these criteria, these 
authors were able to reach a diagnosis pre- 
operatively in 6 of their 10 cases. 

6. Positive reactions to intradermal and 
complement fixation tests are valuable 
when they exist. On the other hand, their 
absence does not rule out the presence of 
echinococciasis. 

Treatment.—Treatment must always 
be neurosurgical. Cysts situated near the 
cerebral cortex can be aborted without 
rupture by injecting air or saline solution 
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into the contralateral ventricle. To apply 
methods used in the treatment of hepatic 
hydatid cysts, such as aspirating the cyst 
after injection of 1 per cent solution of 
formaldehyde into its cavity, or leaving 
a drain in the cyst, are extremely hazard- 
ous and should not be used, especially 
when the cyst is situated in the ventricle. 


Author’s Note: Sincere thanks are extended to 
Dr. Ergun Sabar and Cemalettin Topuzlu for 
their kind assistance. 


ZUSAM MENFASSUNG 


Es wird iiber acht Falle von Hydatiden- 
zyste des Gehirns berichtet. Nach Ansicht 
des Verfassers ist die Behandlung eine 
chirurgische. Die réntgenographischen 
und encephalographischen Befunde wer- 
den beschrieben und mit Illustrationen 
dargestellt. Da die Zysten gewoéhnlich weit 
vorgeschritten sind, wenn der Patient 
arztliche Hilfe sucht, ist eine sorgfaltige 
und ins einzelne gehende Untersuchung 
von Wichtigkeit. 


RESUME 


Huit cas de kystes hydatides du cerveau 
sont rapportés. L’auteur estime que ces 
cas relévent de la neurochirurgie. Les 
preuves radiologiques et encéphalographi- 
ques sont décrites et illustrées. Du fait 
que les kystes sont en général avancés 
lorsque le malade consulte un médecin, 
lauteur insiste sur l|’importance d’examens 
minutieux et détaillés. 


RIASSUNTO 


Vengono riferiti otto casi di cisti idati- 
dea del cervello. L’autore ritiene che il 
trattamento di questa affezione debba es- 
sere neurochirurgico. Descrive i quadri 
radiologici ed encefalografici e richiama 
lattenzione sull’importanza di uno studio 
accurato e completo dacche’ le cisti di so- 
lito giungono al medico in un grado avan- 
zato di sviluppo, 
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RESUMEN 


Se hace relacion de ocho casos de quistes 
hi hidatidicos cerebrales. Para el autor 
el tratamiento debe ser neuroquirtrgico. 
Describe e ilustra la radiografia y la ence- 
falografia. Se subraya la importancia del 
estudio minucioso de esta afeccién toda 
vez que comienza a dar sintomatologia 
cuando la lesion esta ya vanzada. 
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The physician is basically a man of action. Perhaps this is why it is such a 
labor for him to practice reflection and contemplation once he has decided to 
substitute creation for action. This is not difficult to understand. 

There are two basic types of man: the occupied and the preoccupied. 

The preoccupied man is the intellectual, the artist, the creator who feels no 
need for action and shies clear of it for fear that it might stifle his creative impulse. 
The intellectual lives within himself, engulfed in his own inner wealth of thought. 
This is at once his glory and his misery. The intellectual needs nothing, he needs 
no one, he is a microcosm. The mind of an intellectual is a perpetual festival of 
thought, a treasure chest filled with wonders, a music box forever playing intimate 


sonatas which he alone can hear. 


In contrast to this preoccupied intellectual man we have the occupied man, the 
man of action. The physician belongs to this group. Preoccupation precedes 
occupation. It is the act of thinking first before taking action; it interposes ideas 
between the desire and its execution. Occupation is actual action; it is the jump 
from desire to execution; it means living in a state of reflexes, on an instinctive 
conative plane instead of on the intellectual piane. The intellectual is a little 
apraxic; the man of action, on the other hand, vibrates with reflexes. 





—Marti-l banez 
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other types of surgery in that suc- 

cess or failure hinges to a large 
extent on attention to minute details. The 
objectives are limited, but there are many 
ways of performing the same procedures. 
The ophthalmic surgeon must be familiar 
with all of these methods, so that he can 
apply the one most suitable to a partic- 
ular surgical situation. Aside from micro- 
ophthalmic surgery, and partially because 
of it, the refinements of surgical instru- 
mentation have been a major factor in 
obtaining more successful surgical results. 
New methods of anesthesia have also 
contributed along these lines. 


Instrumentation.—In recent years the 


() iter surgery differs from most 





Read at the Twenty-Sixth Annual Congress of the North 
American Federation, International College of Surgeons, Chi- 
cago, May 14-18, 1961. 
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Refinements of instrumentation for 
ophthalmic surgical procedures are 
discussed. The author points out that 
each ophthalmologist should work 
out the problem according to his own 
needs and temperament and the fac- 
tors contributing to the individual 
case, but offers suggestions based 
on his own experience, in the hope 
that they will be helpful to others. 
An outline he has found useful as a 
guide in augmenting local anesthe- 
sia is also presented. 














manufacturers of surgical instruments 
have presented a wide variety of instru- 
ments. Instead of being overwhelmed by 
the large numbers available, the surgeon 
should study all the instruments carefully 
and utilize those best suited to his per- 
sonality, his “feel’’ and his grasp in hold- 
ing a particular instrument. 

I usually prepare a fornix-based flap 
during operation for cataract. In order 
to grasp the conjunctiva, I use the extra 
delicate Bishop-Harmon tissue forceps 
(Fig. 1). If one holds this forceps too 
tightly its teeth do not coapt, and the 
way to use this instrument effectively is 
by maintaining only a moderate degree 
of tension. All surgeons approach cataract 
with a certain amount of trepidation. I 
find that this forceps helps me to relax, 
so that I can approach the cataract ex- 
traction with the proper composure. 

A needle holder (Fig. 2) should be 
selected with extreme care. Since a wide 
variety is available, it is advisable to 
experiment with all of them and to choose 
the particular holder that is most suit- 
able for the surgeon’s grasp, the shape of 
his hand, etc. Some ophthalmologists pre- 
fer curved jaws; others, straight jaws. | 
use needle holders with extra delicate 
straight jaws and, occasionally, the 
curved jaw needle holder for very fine 
needles. Fine needle holders are necessary 
for the new and extremely delicate nee- 
dles now being introduced. In discussions 
with other ophthalmic surgeons, I have 
found no uniformity of opinion as to the 
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Fig. 1.—Tissue forceps. Left to right, Lester 
forceps useful for placing superior rectus suture; 
more delicate Lester forceps; extra delicate 
Bishop-Harmon tissue forceps for conjunctiva. 


use of needle holders with or without a 
lock. I prefer a holder with a lock for 
placing three sutures before extraction of 
the lens. When my assistant hands me 
the instrument, with the needle firmly en- 
sconced within its jaws, I do not have to 
grasp the handle tightly and consequently 
there is no tendency to develop any tremor. 
Just before inserting the needle, however, 
I unlock the holder. After removal of 
the lens I use a needle holder that is similar 
but has no lock, to facilitate insertion of 
the remaining four sutures without allow- 
ing the wound to gape. The tip of the 
needle is helpful in picking up the edge of 
the sclera. 

Among the many types of suturing for- 
ceps (Fig. 3) the Castroviejo type is most 
popular. I prefer one with a wide handle. 
The teeth should be extra fine for cataract 
operations and should measure at least 0.5 
mm. If the teeth are finer—0.3 mm.— 
they are also suitable for corneal trans- 
plantation. To obtain a good hold on the 
tissue, the side of the forceps with two 
teeth should be nearest the surgeon. Occa- 
sionally, if he wishes to minimize corneal 
trauma, the surgeon may reverse the for- 
ceps so that only one tooth is inserted 
into the cut end of the cornea. 

Other suturing forceps with shorter 
handles are available. Among these, the 
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Fig. 2.—Needle holders. Left to right, Green 
needle holder; Castroviejo needle holder with 
lock; Castroviejo extra delicate needle holder 


without lock; Barraquer extra delicate needle 
holder with lock. 








L 


Fig. 3.—Suturing forceps. Left to right, Castro- 

viejo wide handle forceps with extra fine 0.5 

mm. teeth; Paufique forceps; Katzin-Barraquer 
forceps. 


Paufique and the Sauer forceps also en- 
joy great popularity. On occasion one 
needs a curved suturing forceps, and the 
Katzin-Barraquer corneal utility forceps 
with a short handle, or the Girard modi- 
fication with a longer handle, are assets. 

The choice of fixation forceps (Fig. 4) 
depends on the purpose for which they 
are to be used. The Green fixation for- 
ceps is ideal for keratome incision or knife 
section when the ophthalmologist needs 
to fix below the cornea. On the other hand, 
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if he wishes to grasp the medial rectus 
at its insertion, the delicate Bracken for- 
ceps is suitable. To fix the sclera above 
the limbal incision, the Falcao, Rizzuti or 
Bracken fixation forceps can be utilized. 
Personally, I find the Bracken most deli- 
cate and satisfactory. 

The choice of scissors (Fig. 5) is 
equally important and also depends on 
the type of procedure to be performed. 
For dissecting the conjunctival flap, the 
Westcott utility scissors are my choice. I 






Fig. 4.—Fixation forceps. Left to right, Graefe 
forceps with spring catch for fixing below cornea; 
Green forceps with 12 mm. width of jaw for 
same purpose; Green forceps with 5 mm. width 
of jaw for same purpose; Rizzuti forceps for 
fixing sclera; Bracken delicate fixation forceps 
for grasping medial rectus or episcleral fibers 
above section. 








a. Coe 

Fig. 5.—Scissors. Left to right, Westcott scissors; 

Castroviejo corneal section scissors; McGuire 

corneal section scissors; Castroviejo fine corneal 

scissors; Barraquer iris scissors; Vannas cap- 
sulotomy scissors. 
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find that if I confine the fornix-based flap 
to the conjunctiva it is not necessary to 
dissect as far into the fornix to obtain 
an adequate flap as it would be if the 
flap consisted of conjunctiva and Tenon’s 
capsule; also, the postoperative reaction 
is less severe. There are many scissors 
for enlarging the corneoscleral section. 
The main ones are the Castroviejo, the 
McGuire and the Scheie-Westcott scissors. 
All of these are manufactured with sep- 
arate right-handed and left-handed blades. 
I prefer the Castroviejo type. If the sur- 
geon wishes to enlarge the corneoscleral 
section only a slight amount, the small 
curved Castroviejo corneal scissors are 
very practical. In the presence of an in- 
tumescent lens, a 180-degree limbal cor- 
neoscleral groove should be created before 
entering the anterior chamber, which 
is usually so shallow that an ab externo 
incision is necessary. The incision can 
then be enlarged with the tips of the 
Westcott scissors or the fine Castroviejo 
corneal scissors. Because the lens is an- 
terior, extreme care must be taken to 
prevent its dislocation or the rupture of 
the capsule by the scissors. 

Barraquer’s extremely delicate modifi- 
cation of De Wecker’s scissors has now 
become one of the most popular instru- 
ments for performing full iridectomy or 
peripheral iridectomy for either cataract 
or glaucoma. 

The Vannas scissors is useful for per- 
forming a capsulotomy or a sphincter- 
otomy, or for enlarging a_ peripheral 
iridectomy. It is one of the most delicate 
instruments in the ophthalmic surgical 
armamentarium. 

Although this presentation deals pri- 
marily with the surgical treatment of 
cataract, I should like to introduce a 
tenotomy scissors I have recently devised 
(Fig. 6). It utilizes the principle of De 
Wecker’s scissors on a spring handle. The 
blades are narrow and curved to conform 
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to the curvature of the sclera. With this 
instrument the surgeon can sever the 
tendon very close to its insertion without 
cutting the preplaced sutures, and thus the 
recession can be performed without any 
resection of extraocular muscle. 

During the, past several years, iris for- 
ceps (Fig. 7) have been improved consid- 
erably and made more delicate. For a 
cataract operation the simple jeweler’s 
forceps with extra fine points, or Bonac- 
colto’s modification thereof, can be most 
helpful in performing peripheral iridec- 
tomy. The Hess forceps, or the forceps 
modified by Gill or Botvin, can be used 
for full iridectomy. 

Peripheral iridectomy for glaucoma re- 
quires a different approach. Here the sur- 
geon prefers to perform the iridectomy 
through a relatively small corneoscleral 
opening. I usually grasp the iris with 
forceps and do not attempt to force it 
to prolapse. It is necessary to have two 
or three pairs of iris forceps available, 
because it is not always possible to grasp 
the iris adequately with the same for- 
ceps. Botvin has two modifications: one 
forceps has an anterior curve, and the 
shape of the other is a modification of 
that of the Hess forceps. These can be 
obtained with and without teeth. Gill’s 
modification of the Hess forceps and the 
Suker forceps also have their advantages. 
The Chandler forceps is smooth and a 
little larger. Although I use forceps with 
fine teeth to perform an iridectomy, I 
employ a smooth forceps to grasp any 
tags that may remain. When performing 
an iridectomy, the surgeon should be cer- 
tain that he has cut through both layers 
of the iris and that the iridectomy is 
large enough and basal enough to cure the 
glaucoma. The iridectomy should be visible 
through the cornea, and the pupillary bor- 
der restored to its round shape, before 
the operation is completed. In this way the 
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Fig. 6.—Author’s tenotomy scissors. 











Fig. 7.—Iris forceps. Left to right, Hess forceps; 

Gill-Hess forceps (note position of teeth) ; Suker 

forceps; smooth forceps; Chandler smooth for- 
ceps; jeweler’s forceps. 


surgeon is assured that no iris is incarce- 
rated in the scleral incision. 

The choice of a capsule forceps (Fig. 
8) is an important decision. It is advis- 
able for the surgeon to examine all the 
different types available, so that he can 
select the one best suited to his technic 














and grasp. Regardless of his preferential 
method of lens delivery, the ophthalmic 
surgeon should be able to use any other 
method that may become necessary. For 
example, if corneal dystrophy or narrow- 
angle glaucoma is present, it is inadvis- 
able to introduce a capsule forceps or an 
erisophake into the eye. The lens should 
be grasped from above and delivered by 
sliding, regardless of the surgeon’s usual 
preference. For sliding the lens from 
above, the Verhoeff forceps or the Rizzuti 
modification of this instrument is ideal. 
If this instrument cannot be used, the 
lens can be grasped from above with Kir- 
by’s modification of the Arruga forceps. 
For tumbling or other maneuvering of 
the lens I prefer the Arruga forceps with 
extra fine tips. The cross-action forceps 
is a trifle heavy, but many surgeons like 
it. 

In recent years I have considered the 
Bell erisophake the instrument of choice 
for removal of the lens. In the Santilices 
modification, the cup is shaped so that 
it can be partially inserted under the 
iris. I prefer a round erisophake, which 
I place on the lens, using both hands; 












Fig. 8.—Capsule forceps. Left to right, Verhoeff 
capsule forceps for grasping lens above; McLean 
cross-action forceps (same purpose) for use with 
alphachymotrypsin; Arruga forceps, Gill handle; 
Arruga forceps, small cup; Arruga forceps, extra 
small cups; Bonaccolto capsule fragment forceps; 
Troutman 


25-gauge cannula for introducing 


alphachymotrypsin. 
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the right hand (palm up) grasps the 
bulb, and the left hand steadies the in- 
strument at the hub of the cannula. The 
erisophake should be carefully placed on 
the lens under direct visualization, ob- 
tained by lifting the cornea with the 
central suture. It should be placed in such 
a manner that the cannula is almost par- 
allel to the 180-degree meridian of the 
eye. In this way the lens can be tumbled 
or slid, depending on the way it seems 
to wish to leave the eye. It would be 
ideal if the surgeon could hold the eris- 
ophake in his right hand when operating 
on the right eye and in his left hand 
when operating on the left eye. The ma- 
neuvers required for tumbling with the 
erisophake are more complicated than 
those employed with the capsule forceps. 
Consequently, unless the surgeon is am- 
bidextrous, he should always hold the 
erisophake with his dominant hand, even 
though he may prefer his left hand for 
the capsule forceps. 

I have found Troutman’s 25-gauge 
cannula an ideal vehicle for introducing 
alphachymotrypsin. Incidentally, Trout- 
man has modified several instruments, 
making them more delicate for operating 
under microscopic visualization. 


Anesthesia.*—General anesthesia as 
utilized by general surgeons has draw- 
backs for ophthalmologists, and these are 
well known to all. Nevertheless, it would 
be ideal to have the patient asleep during 
the procedure. At the New York Eye and 
Ear Infirmary, what is called “combined 
anesthesia” is used. The anesthesiologist 
keeps the patient unconscious, but it is 
mandatory for the surgeon to apply the 
same topical and regional anesthesia he 
would use if the patient were awake. 

The patient is premedicated with Nem- 
butal or Seconal, 1.5 gr. taken orally an 





*I am indebted to Dr. Martin W. Livingston of 
the Anesthesia Department of the New York Eye 
and Ear Infirmary for the material on anesthesia. 
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hour and a half before the operation, and 
with Demerol, 50 to 75 mg., and atro- 
pine, 1/150 gr., given intramuscularly, 
one hour before the operation. An intra- 
venous drip of 0.4 per cent Surital is 
begun in the operating room. While the 
patient is still cooperative, his tongue and 
oropharynx are sprayed with 10 per cent 
cocaine. Sleep is induced, and the Surital 
drip is continued until the jaw is relaxed 
and the pupils constricted. An oropharyn- 
geal airway with an insufflating nipple is 
gently inserted behind the tongue, and a 
mixture of 3 liters of nitrous oxide and 
1.3 liters of oxygen is insufflated into the 
back of the throat. The anesthetist main- 
tains the airway. After local regional 
anesthesia has been induced, the opera- 
tion is performed. Postoperatively, after 
the eye has been dressed, nitrous oxide and 
oxygen are discontinued and the needle re- 
moved. Recovery is rapid, and the patient 
usually responds to commands on the 
table. 

A method of quieting an unruly pa- 
tient scheduled for cataract extraction 
with local anesthesia is “fractional seda- 
tion,” which can be given by the surgeon 
with or without the aid of an anesthe- 
siologist. The patient has been premedi- 
cated, of course, for the cataract 
extraction under local regional anesthesia. 
A drip of 5 per cent dextrose and distilled 
water is inserted into the vein. One hun- 
dred mg. Demerol is prepared in 10 cc. 
of distilled water. (Nembutal can also 
be used.) It is injected into the tubing, 
10 mg. at a time, until the patient has 
reached optimum relaxation. Oxygen can 
be administered, especially if the patient 
is uncooperative because of hypoxia. 


SUMMARY 


In this article the author has limited 
his comments to refinements in instru- 
mentation. A few suggestions that he has 
found helpful are included. Each ophthal- 
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mic surgeon must work out his own in- 
strumentation according to his individual 
needs and temperament and the manner 
in which he prefers to hold his instru- 
ments. Success in ocular surgery depends 
to a great extent upon attention to detail. 
Consequently, each instrument must be 
chosen according to the type of service 
it is to accomplish. The variety of in- 
struments available at the operating table 
should cover any situation that may arise. 
An outline for use in augmenting local 
anesthesia is presented, including two 
methods developed by the Department of 
Anesthesia at the New York Eye and Ear 
Infirmary. These are “combined anesthe- 
sia” and “fractional sedation.” 


RESUME 


Dans cet article, l’auteur limite ses 
commentaires aux perfectionnements de 
linstrumentation; il y joint quelques 
suggestions qui lui ont paru utiles. Chaque 
chirurgien ophtalmologiste doit se créer 
une instrumentation adaptée a ses besoins 
individuels, 4 son tempérament et a sa 
facon propre de travailler. Le succés de 
la chirurgie oculaire dépend en grande 
partie de l’attention accordée a chaque 
détail. I] s’ensuit que chaque instrument 
doit étre choisi en relation avec le genre 
de travail 4 exécuter. La variété des in- 
struments 4 disposition a la table d’opéra- 
tion devrait répondre aux diverses situ- 
ations avec lesquelles l’opérateur peut étre 
confronté. L’auteur présente également 
un apercu ayant trait a l’augmentation 
de. l’anesthésie locale, y compris deux 
méthodes créées par le service d’anes- 
thésie de la “Eye and Ear Infirmary” de 
New York, soit |’ “anesthésie combinée” 
et “les calmants fractionnés.” 


RESUMEN 


En este articulo el autor limita sus 
comentarios a detalles del instrumental 
quirurgico, sefialando algunas sugeren- 
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cias que a él le han resultado ttiles. Cada 
oculista debe escoger su instrumental 
de acuerdo con sus preferencias individu- 
ales, su forma de coger los instrumen- 
tos, y su temperamento. El éxito depende 
en gran parte de pequefnos detalles, y 
por eso cada instrumento tiene su fun- 
cién particular, y en la mesa de instru- 
mental deben de estar todos los que hagan 
falta para cubrir posibles situaciones in- 
esperadas. 

También presenta el autor un esquema 
sobre las aplicaciones de la anestesia 
local, que van en aumento; senala dos 
métodos, denominados ‘“anestesia com- 
binada” y “sedacién fraccionada,” pues- 
tos en practica por el departamento de 
Anestesia del “New York Eye and Ear 
Infirmary.” 

RIASSUNTO 


In questo articolo ci si limita ad alcuni 
dettagli sugli strumenti, fornendo alcuni 
consigli utili. Ogni chirurgo oftalmico 
deve regolare il proprio strumentario a 
seconda delle sue necessita, del suo 
temperamento e del modo in cui preferisce 
maneggiare ogni strumento. I successi, 
in chirurgia of oftalmica, dipendono in 
gran parte da piccoli dettagli e pertan- 
to ogni strumento deve essere scelto a 
seconda del servizio che ad esso viene 
chiesto. Sul tavolo operatorio deve essere 
possibile trovare lo strumento adatto per 
qualunque situazione si presenti. Ven- 
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gono, inoltre, descritti due metodi di 
anestesia in uso presso il Reparto Anes- 
tesiologico della Eye and Ear Infirmary 
di New York, definiti come “anestesia 
combinata” e “sedazione frazionata.” 


ZUSAM MENFASSUNG 


Der Verfasser beschrinkt seine Aus- 
fiihrungen in der vorliegenden Arbeit auf 
Verfeinerungen der Instrumente und 
macht einige Vorschlage, die sich ihm als 
hilfreich erwiesen haben. Jeder Augen- 
chirurg muss sich je nach eigenen Bediirf- 
nissen, Temperament und nach der Art, 
wie er seine Instrumente zu halten beliebt, 
sein eigenes Instrumentarium zusammen- 
stellen. In der Augenchirurgie haingt der 
Erfolg zum grossen Teil von der Auf- 
merksamkeit ab, die Details gewidmet 
wird. Folglich muss jedes Instrument 
sorgfaltig nach den Funktionen, die man 
von ihm erwartet, ausgewahlt werden. 
Die auf dem Operationstisch bercitliegen- 
den Instrumente miissen geniigend viel- 
faltig sein, um jede etwa auftretende Not- 
situation zu decken. Es liegt ferner ein 
Uberblick iiber die Anwendung von Ver- 
fahren zur Verstarkung der O6rtlichen 
Betaéubung vor. Dazu gehéren zwei von 
der Andsthesieabteilung der New Yorker 
Augen- und Ohrenklinik entwickelte Me- 
thoden, naimlich die “kombinierte Ana- 
sthesie”’ und die “fraktionelle sedative 


Anasthesie.” 


rr 


As a young man in Padua, Harvey’s personality must have been an odd contrast 
of raw spots and dignity, of bad temper and intellectual flights, with friendliness 
for the few and aloofness toward many. But if he was unequal to others physically, 
he was superior mentally and he soon stood out from the other students at Padua. 
He was elected to one of the student councils and he made a friend on the faculty. 
This new friend was Dr. Fabricius, who held the same position in the university 


that once had been filled by Vesalius . . 


. Fabricius had discovered the valves in the 


veins and showed them to Harvey, which may well have been the beginning of 


Harvey’s interest in the functioning of the circulation. 


—Young 
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HE era of service to the disabled in 

Ceylon commenced in 1912, with or- 

ganization of the Ceylon School for 
the Deaf and Blind by the late Miss Mary 
Chapman, a missionary of the Church of 
England. 

The school had very humble beginnings 
but has gradually spread its field of work 
over a considerable range. It provides 
general education as well as extracur- 
ricular activities. After a period of gen- 
eral education the blind are given training 
in textile weaving, rattan work, chair 
caning, knitting, coir work, shorthand 
and typewriting, telephone operating, and 
massage. The deaf are trained as seam- 
stresses, tailors, carpenters, weavers and 
gardeners. More recently photography, 
poultry keeping, decoration and compos- 
iting have been added to the curriculum. 

In addition to the major school, which 
has an average of 200 to 250 inmates, 
there are also St. Joseph’s school for the 
Deaf and Blind at Ragama, which is 
smaller and cares for about 120 persons; 
the Nuffield School for the Deaf and Blind, 
Kaithady, which cares for about 66 per- 
sons, and the School for the Blind and 
Orphanage, Mahawewa, is responsible for 
about 11 persons. 

These schools are run chiefly on a vol- 
untary basis, with a per capita grant 
from the Government as well as building 
grants. : 
: Read at the Eighth World Congress of the International 


Society for the Welfare of Cripples. 
Submitted for publication April 24, 1961. 


The agencies of rehabilitation in 
Ceylon, beginning with schools and 
workshops for the deaf and the 
blind, are developing toward a more 
thoroughgoing coverage of neces- 
sary aid to the disabled, especially 
to persons with orthopedic injuries or 
abnormalities and those in need of 
occupational therapy. For want of 
space, equipment and facilities, the 
progress of rehabilitation has nec- 
essarily been slow. Although a 
rehabilitation center for patients dis- 
charged from tuberculosis sanato- 
riums has been established, there is 
still no orthopedic hospital in Cey- 
lon. Attempts to interest the general 
public and the officials of govern- 
ment in this problem are being made 
with increasing perseverance, and it 
is hoped that majcr improvements 
will soon be made. 











In the employable group (Tables 1 and 
2) there are 1,931 blind and 1,731 deaf 
persons. 

It is planned to establish more schools 
in the near future, and an employment 
officer has just been appointed to deal 
with the trained personnel. 

Interest in the disabled and the desire 
to organize any services for the ortho- 
pedically handicapped have had but a 
very short history in Ceylon. In its early 
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Fig. 1.—Foundation stone of Khan Memorial 
Ward. 


days this work was confined to the care 
of the disabled child. It is only in recent 
times that a wider view of the field has 
begun to be appreciated, both by the ad- 
ministration and by the general public. 

The laying of the foundation stone, in 
1939, of the Khan Memorial Ward (Fig. 
1), saw the birth of an era of interest 
in less fortunate compatriots. 

The philanthropy of the late Mr.: Pes- 
tonjee Dinshawjee Khan Bhikhajee Fram- 
jee Khan and Mr. Muncherjee Franjee 
Khan was indeed a boon to the unfor- 
tunate children who were to benefit in the 
first instance. Had it not been for them 
this field of work might not have been 
opened for several years. 

The ground floor of the building was 
the Outpatients Section, where the at- 
tendance was confined mostly to children 
with congenital deformities. Whenever 
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possible these children were treated as 
outpatients, while those needing hospital- 
ization were accommodated on the first 
floor. From these small beginnings the 
volume of work gradually increased, and 
it became possible to break down the 
prejudices that existed against opera- 
tions, anesthesia and the use of plaster, 
as a result of which the demands made 
on this service gradually increased. 

By 1947 the work of this department 
had greatly increased, giving the impres- 
sion that the time was ripe for expansion 
of the service to include adult disabled. 
Thus, in 1947, the small clinic was 
shifted to the present building, and the 
adult disabled were for the first time 
treated systematically. Prior to this time, 
orthopedically handicapped adults were 
treated in general surgical wards. 





Fig. 2.--Scene in workshop (see text). 
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In addition to the development of the 
c:inic, it was considered desirable to open 
a workshop for turning out surgical ap- 
pliances, and thus was planned the devel- 
opment of the Orthopedic Workshop (Fig. 
2.). Simultaneously with this step, a 





TABLE 1.—Numbers in Training (Deaf and Blind) 





Deaf Blind 





(a) Workshops for the Deaf and 
Blind, Seeduwa (training in weav- 
ing, carpentry, coir work, knit- 
ting, sewing, rattan work, plas- 
tics, etc.) 15 49 
(b) Training Centre for Blind 
Women, Bullers Road, Colombo 
(training in mat weaving, knit- 
ting and weaving) — 6 


Total 15 55 








TABLE 2.—Number of Workers in Sheltered Con- 
ditions (Blind) 





Workshops for the Deaf and Blind, Seeduwa 


Weaving 12 

Coir work 11 

Knitting 13 

Rattan 

Plastics 1 

Braille printing 1 
Total 47 


Home Workers 
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Fig. 3.—Workers in prosthetic service for 
manufacture of artificial limbs. 


prosthetic service for the manufacture 
of artificial limbs was embarked upon 
(Fig. 3). 

From 1947 to 1957 (Table 3) the steady 
increase in attendance indicates the pop- 
ularity gained during this period. 

So far most of the work in this field 
was confined to the realm of cold ortho- 
pedics. Adults and children were treated 
for their disabilities and fitted with sur- 
gical appliances, while the limbless were 
fitted with artificial limbs. Table 4 shows 
the number of surgical appliances and 
artificial hands and legs issued from 1947 
to 1957. 


























Blinds 
Deaf = It will be noted that the field was very 
‘edaitiee limited, and no rehabilitative program as 
— such was started. 
TABLE 3 
1947 1948 1949 1950 1951 1952 1953 1954 . 1955 1956 1957 
Outpatients — 8,618 17,476 20,900 21,943 24,886 39,914 31,900 42,473 55,575 59,318 
Physiotherapy — — — — — — 8,807 11,513 — — 37,567 
Occupational 
therapy — — — — — 112 oo 398 1,572 158. 4,312 
TABLE 4 
1947 1948 1949 1950 1951 1952 1953 1954 1955 1956 1957 
Artificial arms —}| 25 28 50 fll 15 30 28 15 31 27 
Artificial legs f 156 44 55 57 50 71 93 
Surgical 
appliances — —_—_- — 1,177 1,429 2,922 2,387 2,512 3,326 3,642 3,770 
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Fig. 4.—Trainees busy in workshop. 
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In 1951 the Occupational Therapy Sec- 
tion of the Department was opened, with 
the aid of a Colombo Plan occupational 
therapist from Australia. Since then it 
has been a fully functioning section, and 
this, together with our Department of 
Physiotherapy, has been the first step 
toward a real rehabilitation for the dis- 
abled in Ceylon. 

In 1952, in conjunction with the De- 
partment of Social Services, industrial 
rehabilitation was begun in a small way. 
Under this scheme a joint committee of 
the two departments selected suitable 
candidates for a training in any of the 
following trades: carpentry, metal work, 
leather work, spray painting and electro- 
plating. Principally for want of accommo- 
dation, those in training at any one time 
were limited to 15. 

Figure 4 shows some of these trainees 
in the Workshop. 

Table 5 shows the number of persons 
rehabilitated each year since starting this 
work. 

There has been no organized traumatic 
service to care for persons disabled by 
road or industrial accidents. The lack of 
such an organized traumatic service is 
indeed a great loss and has no doubt con- 
tributed to increased physical disability 
in Ceylon, but it is hoped that in the next 
few months a fully organized accident 
service will be established in the city of 
Colombo to care for such persons, thus 
reducing disability to a minimum when- 
ever possible and making rehabilitation 
in the traumatic group a great deal easier. 

From the chronic orthopedic point of 
view, the need of an organized orthopedic 





TABLE 5 





1952 1953 1954 1955 1956 1957 1958 1959 





Number 
of train- 
ees reha- 
bilitated 8 8 8 8 8 9 15 15 
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hospital is deeply felt. At present there 
are 141 beds for patients with chronic 
orthopedic diseases. This is barely enough 
to meet the demands made on it and its 
extension should be the next step in the 
program of development—a convalescent 
extension to the wards a few miles out of 
the city of Colombo, to form the nucleus 
of an orthopedic hospital. 

The development and expansion of re- 
habilitation of the disabled has been very 
slow indeed. For want of space we have 
confined rehabilitation to the bare few al- 
ready mentioned. It is hoped that, on the 
premises of our orthopedic hospital, a re- 
habilitation center can be established to 
meet the needs of about 100 to 150 ortho- 
pedically disabled persons. 

I have dealt with rehabilitation en- 
tirely from an orthopedic point of view. 
Patients with tuberculosis discharged as 
cured from sanatoriums throughout the 
island have a modern rehabilitation center 
where many trades are taught, including 
carpentry, weaving, market gardening 
and tailoring. There is resident accommo- 
dation for 100 trainees. 

It is thus evident that most of the serv- 
ices are in their infancy, particularly 
service to the orthopedically disabled. 

The field of work is vast. Interest must 
be aroused in the general public so that 
each person can contribute in his or her 
small way to the development of services 
for their less fortunate fellow human 
beings. 

Government sponsorship must also be 
stimulated, so that with the cooperation 
of both private and Government enter- 
prise it will be possible, in the near fu- 
ture, to take better care of the disabled 
in Ceylon. 


Author’s Note: I am indebted to Aristotelis A. 
Christou, M.D., resident in obstetrics and gynecol- 
ogy, Brooklyn Women’s Hospital, for his help in 
the preparation of this article. 
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ZUSAM MENFASSUNG 


Die Agenturen, die sich in Ceylon mit 
der Rehabilitierung von Kranken beschaf- 
tigen, beginnend mit Schulen und Werk- 
statten fiir Taube und Blinde, machen 
Fortschritte in der Beschaffung notwendi- 
ger Hilfe fiir Verkriippelte, besonders fiir 
Kranke mit orthopidischen Verletzungen 
oder Anomalien, und fiir Kranke, die Be- 
schaftigungstherapie brauchen. Wegen 
Mangels an Platz, Ausriistungen und 
Gelegenheiten erfolgen die Fortschritte 
notwendigerweise langsam. Ein Wieder- 
herstellungszentrum fiir aus Tuberkulo- 
sesanatorien entlassene Kranke ist ein- 
gerichtet worden, ein orthopaddisches 
Krankenhaus gibt es jedoch in Ceylon noch 
nicht. Es werden mit wachsender Beharr- 
lichkeit Versuche unternommen, das all- 
gemeine Publikum und die Regierungs- 
stellen fiir dieses Problem zu interessieren, 
und man hofft, dass sich die Verhaltnisse 
bald bessern werden. 


RESUME 


Les centres de réhabilitation de Ceylan 
—a commencer par les écoles et ateliers de 
travail pour sourds et aveugles—sont en 
voie de développement et tendent a élargir 
l’aide nécessaire aux infirmes, spéciale- 
ment aux malades attaints de lésions ou 
d’anomalies orthopédiques et a ceux ayant 
besoin d’une réadaptation professionnelle. 
Les progrés dans le domaine de la réhabili- 
tation ont nécessairement été lents par 
suite de manque de place, d’quipement et 
de crédits. Bien qu’un centre de réhabilita- 
tion pour malades sortant de sanatoriums 
pour tuberculeux ait été créé, Ceylan ne 
posséde pas encore de clinique orthopédi- 
que. Des efforts importants sont tentés en 
vue d’intéresser 4 ce probléme les autorités 
et le grand public, et l’on espére arriver 
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bientot a de grandes améliorations dans ce 
domaine. 


RIASSUNTO 


Gli istituti di rieducazione in Ceylon, a 
cominciare dalle scuole e dai laboratori per 
muti e ciechi, stanno progressivamente svi- 
luppandosi allo scopo di coprire le neces- 
sita’ del paese, specialmente nei confronti 
dei soggetti con lesioni ortopediche o mal- 
formazioni o per quelli che hanno neces- 
sita’ di terapia occupazionale. Natural- 
mente questo processo di miglioramento 
e’ lento per le difficolta’ di spazio, di attrez- 
zatura e di mezzi. Benche’ sua stato or- 
ganizzato un centro di riabilitazione per i 
malati dimessi dal sanatorio antituberco- 
lare, in Ceylon ancora non esiste un ospe- 
dale ortopedico. Si compiono, tuttavia, 
continui sforzi per interessare a questo 
problema l’opinione pubblica e il governo 
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e si spera che presto esso potra’ essere ri- 
solto. 


RESUMEN 


En Ceilan las agencias de rehabilitacién, 
comenzando con escuelas y talleres para 
sordos y ciegos, se van desarrollando hacia 
una mayor extension para dar la necesaria 
ayuda a los invalidos, especialmente per- 
sonas con lesiones ortopédicas y anormali- 
dades. Por falta de espacio, equipos y 
otras facilidades es progreso de la reha- 
bilitacidn ha sido forzosamente lento. 
Aunque ha sido establecido un centro de 
rehabilitacién oara sujetos procedentesde 
los snatorios antituberculosos, no hay atin 
ningtn hospital ortopédico Ceilan. Se lle- 
van a cabo en la actualidad muchos inten- 
tos para hacer colaborar en esta obra al 
estado y a la iniciativa particular. 


Leonardo dissected more than thirty corpses and planned to write a one- 
hundred-twenty-volume treatise on anatomy. His drawings supersede Galen and 
restore the anatomic dignity of man. He studied the fetal membranes and denied 
that the fetus can cry in the uterus. He described bone textures and muscular 
functions and placed bones in wire boxes to study their dynamics. Fascinated by 
mechanical laws, he studied muscular antagonisms and correctly ascertained the 
points of insertion and outlet of a muscle. He injected the cerebral ventricles with 
liquid wax and also described the pleura and lungs, but did not emphasize the cir- 
culation of the blood, since to have done so would have been heresy. With such 
work, he created the experimental method. 
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Positional Nystagmus and Vertigo 


MARTIN SPECTOR, M.D., F.A.C.S., F.1.C.S., D.A.B. 


PHILADELPHIA, PENNSYLVANIA 


HE term “positional nystagmus and 

vertigo” denotes nystagmus and 

vertigo that appear only when cer- 
tain positions of the head and body are 
assumed. In contrast, ordinary sponta- 
neous nystagmus will occur whatever the 
position of the head. To simplify diag- 
nosis, One examines for positional nys- 
tagmus with the patient’s head in the 
second-degree position, i.e., with the eyes 
looking straight ahead. 

Nystagmus and vertigo due to changes 
in position are considered worthy of at- 
tention because the combination is so 
frequently overlooked. Yet in a series of 
334 patients it was present in at least 
30. 

At the beginning of the series I did 
not routinely look for this sign, and I 
am sure that I missed it in many patients. 
Since the examination is exceedingly short 
and simple and can be done in any office, 
I wish to stress the fact that positional 
nystagmus and vertigo should be sought 
in every patient with vertigo. 

Method of Examination.—The patient 
is told that he will be placed in various 
positions and that it is imperative to 
keep the eyes open at all times. I use 
frenzel glasses to magnify the eyes. It 





From the Vertigo Clinic, Department of Otorhinology, 
Temple University Medical School (Prof. David Myers). 

Read at the Twenty-Sixth Annual Congress of the North 
American Federation, International College of Surgeons, Chi- 
cago, May 14-18, 1961. 

Submitted for publication May 16, 1961. 
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A method of examination for posi- 
tional nystagmus and vertigo is 
presented in detail, with a classifica- 
tion of the combined conditions into 
two types, central and peripheral. 
Some of the etiologic factors are 
mentioned, e.g., injury to the head, 
mastoid infection, vestibular lesions 
and lesions of the neck. Current ther- 
apeutic measures are listed and the 
general prognosis reviewed. 











is quite feasible, however, to perform this 
test without any magnification. The pa- 
tient sits in an upright position on a 
couch or a table and is instructed to gaze 
directly forward. Spontaneous nystagmus 
is sought. Then the patient’s head is 
held by the examiner and the patient is 
placed in a supine position, with his head 
hanging over the edge of the table. He 
is laid down quickly, within a few sec- 
onds. A search is made for positional 
nystagmus, and the patient is questioned 
as to vertigo. There is usually a period 
of latency lasting two to ten seconds, 
although its duration is not important. 
If nystagmus does not occur within thirty 
to fifty seconds, the patient is raised to 
the upright sitting position and again the 
examiner looks for nystagmus. Then the 
patient is placed in a supine position with 
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his head hanging over the edge of the table 
and directed to the left. If nystagmus is 
not observed within thirty to fifty seconds, 
he is returned to the sitting position. 
After a few seconds he is placed in a 
supine position with the head hanging 
and the face directed to the right. If 
nystagmus is noted while the patient is 
in any position, that position is held 
until the nystagmus subsides. If the nys- 
tagmus persists for more than thirty 
seconds, it will probably continue as long 
as the critical position is maintained. 

In the vast majority of cases vertigo 
accompanies the nystagmus. If nystagmus 
occurs in one position, the patient is re- 
turned to the upright position, rested 
until the nystagmus disappears and re- 
placed in the same position that provoked 
nystagmus. If nystagmus does not reap- 
pear, it is recorded as “readily fatigable.” 
If it reappears with diminished intensity 
and then, on further attempts, does not 
recur at all, it is recorded as “gradually 
fatigable.” If it continues with undimin- 
ished repetition it is recorded as “non- 
fatigable.” These three positions seem 
the most informative. Other positions, 
such as those assumed in looking up or 
stooping, are difficult for the examiner 
and do not add too much information. 

When the test gives a positive result, 
an additional refinement is to eliminate 
the effect of rapid movements of the head 
or neck by avoiding any relative motion 
of the head and body and moving the 
head slowly into the critical position. An 
additional refinement is to record the re- 
sults electronystagmographically. 

Classification. — Positional nystagmus 
and vertigo may be roughly divided into 
two types, peripheral and central. In cases 
of the central type, the nystagmus ap- 
pears, without any latency period, as 
soon as the head is placed in the critical 
position, and continues to beat at a steady 
rate as long as the head is held in that 
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position. It will also begin to beat each 
time the position is resumed. Frequently 
nystagmus may occur with more than 
one position of the head, and its direc- 
tion may change with the direction of the 
face. This type, in which the nystagmus 
is steady and nonfatigable, is observed 
in all patients with a proved lesion of 
the central vestibular connections. Oc- 
casionally, with the central type, the as- 
sociated vertigo is slight or absent. This 
type constitutes only about 10 per cent 
of the total. 

In the other type, which is more fre- 
quent, ranging from two to ten seconds 
before the onset of nystagmus, the ocu- 
lar movements may be tumultuous, often 
with a wide excursion, and usually there 
is a combination of rotatory and _ hori- 
zontal movements. The ocular movements 
disappear within five to thirty seconds. 
Nystagmus and vertigo appear only with 
the head in one or two positions and are 
fatigable. My impression is that in the 
majority of these cases the origin is 
peripheral. Such cases constitute almost 
90 per cent of the total incidence. 

The great majority of patients with the 
peripheral type have no other signs of 
vestibular disturbance; that is, caloric 
tests of the function of the semicircular 
canal, audiologic study and neurologic 
examination all give negative results. 
There is no associated spontaneous nys- 
tagmus. This emphasizes the importance 
of doing this test routinely. It must be 
emphasized that, in order to elicit posi- 
tional nystagmus, it must be necessary 
to repeat the test several times. It is com- 
monly noted that nystagmus does not 
develop every time the patient assumes 
a central position, as it does in the pres- 
ence of the central type. Tests on several 
different days may be required. This is 
probably the reason that the patient does 
not voluntarily inform one that the ver- 
tigo occurs when he lies down in bed, 
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for instance, on the right side. It does 
not always occur when he lies down on 
the right side or, if it occurs, it disap- 
pears quickly. Quite commonly, when the 
patient is brought from the supine to the 
sitting position, he complains of dizziness, 
but there is no associated nystagmus. 


Etiologic Factors.—In many cases, in- 
jury to the head is associated with posi- 
tional vertigo and nystagmus. Such an 
injury often has legal entanglements, and 
the patient may be suspected of malinger- 
ing. Positional nystagmus and vertigo 
may be the only signs of organic patho- 
logic change. It is commonly assumed that 
positional nystagmus and vertigo cannot 
arise from psychogenic causes; therefore, 
discovery of these conditions in a case 
of head injury would denote organic dis- 
ease. 

2. Chronic mastoid infection and otitis 
media can cause positional nystagmus and 
vertigo. In my own experience, this is 
the most common type of vertigo observed 
in such cases. Positive results from posi- 
tional tests are much more common than 
positive results from fistula tests. Re- 
cently, Bennett! reported the inadvertent 
removal of a stapes footplate at mastoidec- 
tomy. He covered the oval window with 
skin. Positional vertigo lasted for three 
months in this case, occurring when the 
patient was supine, with the affected ear 
downward. 

3. I had 3 patients with positional nys- 
tagmus and vertigo occurring after stape- 
dectomy. In 2 of these a large piece of 
footplate was lost in the vestibule; in the 
third the strut placed was too long. In 
these cases positional nystagmus and ver- 
tigo lasted from six to nine months, eli- 
cited with the patient in the supine posi- 
tion and with the affected ear downward. 
Incidentally, the 3 patients achieved ex- 
cellent hearing. The positional vertigo 
completely disappeared. 

4. Lesions in the neck are an important 
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cause. Occipital headaches, limited motion 
of the neck, tenderness in the back of the 
neck and roentgen changes in the cervical 
vertebrae (particularly the fifth to the 
seventh) may be present also. Lesions of 
the neck are important causes, and the 
neck should be carefully investigated. In 
1 of my cases a cervical collar cleared the 
positional nystagmus and vertigo imme- 
diately. In another case, removal of a 
herniated cervical disc effected the dis- 
appearance of severe positional nystagmus 
and vertigo. 

5. A heterogeneous group of causes has 
been reported, observed either at autopsy 
or in the laboratory: atheromatous occlu- 
sion of a utricular artery, damage to the 
utricular macula, pressure in the upper 
part of the vestibule, pressure of tortuous 
vessels on Scarpa’s ganglion,” cutting of 
the utricular nerve and the use of alcohol, 
barbiturates and tranquilizers. Lindsay” 
postulated that postural nystagmus and 
vertigo result from sudden partial loss of 
function. This seems an important ob- 
servation and coincides with my observa- 
tions. In many cases a specific cause can- 
not be determined. 

As to the central causes, Fernandez? was 
able to produce postural nystagmus of a 
fixed type in cats by destruction of the 
cerebellar nodule. Labyrinthectomy re- 
moved the postural nystagmus; cocaine in 
the middle ear temporarily prevented the 
postural vertigo. Six hours after the ef- 
fect of the cocaine wore away, the posi- 
tional nystagmus and vertigo reappeared. 
Lindsay‘ reported the central type as as- 
sociated with cerebellar tumor, multiple 
sclerosis, tumor of the cerebellopontine 
angle, concussion, hypertension, arterio- 
sclerosis and hypotension. Zlotnikoff® has 
produced central nystagmus by placing a 
lead shot on the floor of the fourth ven- 
tricle. Injuries to the head, in my experi- 
ence, usually cause the direction-fixed 
peripheral type of nystagmus and vertigo, 
not the central type. 
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Treatment is grossly unsatisfactory, be- 
cause nothing of consistent value is known. 
Among the methods that have been tried 
are the administration of antivertiginous 
drugs, such as dramamine, nicotinic acid 
and histamine (by injection), and the use 
of sedatives. Balancing exercises have 
also been tried, and the injection of pro- 
caine hydrochloride into trigger areas in 
the sternocleidomastoid muscles has been 
reported as helpful.? As has been men- 
tioned, any lesion of the neck should be 
vigorously treated. 

Labyrinthectomy has been successfully 
used to eliminate positional vertigo. I have 
used ultrasound labyrinthectomy for posi- 
tional vertigo associated with chronic mas- 
toiditis. This has given encouraging results 
and does preserve the hearing. 

Prognosis.—In the average case the con- 
dition usually clears without treatment in 
one to nine months. Harrison has reported 
that in his cases the average period of re- 
covery after injury to the head was two 
and a half months. I have observed 1 case 
of positional nystagmus and vertigo, pre- 
sumably due to a lesion of the neck, in 
which both conditions persisted for eight 
years. In another case, in which positional 
nystagmus and vertigo were associated 
with chronic mastoid infection, both per- 
sisted for more than twenty years. 


RESUME 


L’auteur décrit de facon détaillée une 
méthode d’examen du nystagmus et du ver- 
tige de position. II définit la classification 
en catégories du type central et du type 
périphérique. Quelques aspects étiologi- 
ques sont revus, ceux, par exemple, ayant 
trait aux lésions de la téte, aux affections 
mastoides, aux traumatismes vestibulaires 
et aux lésions du cou. Les méthodes cou- 
rantes de traitement essayées par les 
auteurs sont mentionnées, et le pronostic 
général est passé en revue. 
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RESUMEN 


Se explica detalladamente un método 
para explorar el nistagmo posicional y el 
vértigo, clasificandolos en de origen cen- 
tral y de origen periférico. Se repasan 
las posibles causas etiolégicas, y entre 
ellas, los traumatismos de craneo y vesti- 
bulares, las infecciones de la mastoides y 
las lesiones del cuello. El autor sefala 
cuales son los métodos mas corrientes que 
él emplea en el tratamiento, y cual es el 
pronostico en general. 


RIASSUNTO 


Viene presentato in dettaglio un metodo 
per l’esame del nistagmo e della vertigine, 
in cui si distinguono forme centrali e peri- 
feriche. Fra i fattori etiologici vengono 
ricordati i traumi del capo, le infezioni 
mastoidee, i traumi del vestibolo e le le- 
sioni del collo. Vengono ricordati i piu’ 
comuni metodi di cura impiegati dall’- 
autore ei risultati relativi. 


ZUSAM MENFASSUNG 


Es liegt eine ausfiihrliche Darstellung 
einer Untersuchungsmethode des Stel- 
lungsnystagmus und des Stellungsschwin- 
dels vor. Die Unterteilung in zentrale und 
periphere Formen der Erkrankungen wird 
erklart. Auf einige atiologische Betrach- 
tungen wie z.B. den Zusammenhang mit 
Kopfverletzungen, Warzenfortsatzinfek- 
tionen, Verletzung des Vestibiils und Er- 
krankungen des Halses wird eingegangen. 
Der Verfasser erwahnt die von ihm ange- 
wandten gegenwartigen Behandlungs- 
methoden und gibt einen Uberblick iiber 
die allgemeine Prognostik. 
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The nineteenth century added some special requirements of its own, which 
tended further to intensify the surgical type and to attract men to the practice of 
surgery whose sum of personality traits differed from those of men in other pro- 
fessions. The need for highly developed manual dexterity and for extreme speed 
created by the more complicated surgical techniques was one of these newer requisites. 

Another demand on the surgeon was being created by the increasing number 
of operating amphitheatres and the growing numbers of spectators who came to 
see exhibitions of virtuosity. Each year more and more students crowded into 
the amphitheatres; more and more distinguished visitors arrived. The surgeon 
who could not operate before these spectators and remain calm and untroubled, 
he who could not perform with the brilliance which any sort of audience expects 
of any performer, lost out in the competition against men whose surgical skill! 
was joined with an instinct for the dramatic. 

The surgeon had become a showman and surgery a show. And inevitably some 
of the more spectacular surgeons, or those who could perform spectacular opera- 
tions without flinching in the limelight, attracted attention outside the confines of 
the medical profession. Romance had come to surround the surgeon and his work. 
Some who became popular heroes, and on whom shone the fierce light of publicity. 
had no claim to their fame but their showmanship. Some were truly great surgeons. 
In the main the public choice was sound, and the surgeons who. captured public 
imagination were men of merit. 

These conditions produced the titans of surgery—Liston, Gross, Halsted, and in 
our times Crile, the Mayos and Harvey Cushing—for they attracted the bold. the 
confident, the talented, the self-assured. But they worked hardship on certain men 
who preferred the solitude of their laboratories to the crowded amphitheatre, and 
such men, unless their solitary experiments were of great importance, never won 


public acclaim. 
—Young 
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Planning the Integral Correction 


of the Human Profile 


MARIO GONZALEZ-ULLOA, M.D., A.R.C.M., F.A.C.S., F.I.C.S. 


MEXICO D.F., MEXICO 


istence of harmony and proportion. 

The plastic surgeon attempts to 
create these or to reestablish them. Beauty 
does not exist as an abstract concept, any 
more than does an eternal and immutable 
type of beauty. Beauty is a subjective 
concept, dependent on historical, geo- 
graphical, cultural and other diverse and 
complex influences. Nevertheless, there is 
a common denominator that serves as a 
basic principle: proportion. 


acne is nothing more than the ex- 


From the Mexican Academy of Surgery, Sanatorio Da- 
Linde, Mexico D.F. 
Submitted for publication Aug. 29, 1960. 





The author describes and _illus- 
trates, with diagrammatic, photo- 
graphic and roentgenographic 
representations, the great improve- 
ments in the human profile achieved 
by a plastic operation called by him 
“profiloplasty.” The technic is fully 
described, and emphasis is placed 
on the psychic and social impor- 
tance to the patient of such improve- 
ments, as well as on the surgeon's 
profound satisfaction in having ac- 
complished them. 
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The artist and the anthropologist know 
it well, although the anthropologist studies 
the normotype of a human group or a 
population according to its biologic and 
morphologic characteristics. By-passing 
aesthetic considerations, he finds that 
there are as many types of beauty as there 
are known cultures: there is the ideal 
beauty of the Greeks, of the Egyptians, of 
the Incas or of the Aztecs; and even the 
one forged by Hollywood. 

The artist, on the other hand, deeply 
sensitive to the proportion of the individ- 
ual subject and the manner in which it fits 
into the cultural background to which he 
belongs, creates a style and produces a 
pattern of beauty for his culture. We are 
in debt to him for the discovery that 
beauty, studied as proportion and har- 
mony, is not so rare a quality as some 
would have us believe. What is truly rare 
is the ability to recognize it. Confusion 
arises from the acceptance of aesthetic 
standards which, although they meet the 
aesthetic demands of the culture to which 
they belong, may be foreign to other cul- 
tures. 

In our times, commercial advertising, 
cinema and television, with deplorable lack 
of the aesthetic sense, are imposing upon 
us standarized forms of beauty as variable 
as the fashion. 
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Fig. 1.—Sketches for guidance in correction of 
profile. 


The plastic surgeon has much to learn 
from both the anthropologist and the ar- 
tist. From the first he can learn methods 
of finding adequate formulas for his work. 
In contrast to him, this scientist, however, 
whose main interest is to determine the 
normotype by using both maximum and 
minimum as guides, the surgeon should 
study the various types existing in a popu- 
lation; and populations frequently consist 
of a complex biologic mixture. 

The artist, on his side, teaches the plas- 
tic surgeon a valuable lesson by rejecting 
the imposition of foreign standardized 
types of beauty that confuse the people or 
culture to which he belongs. 

If, as has been postulated, beauty is a 
matter of proportion and harmony, reali- 
zation of this fact will enrich and univer- 
salize the aesthetic sense, which alone is 
sensitive enough to see it for what it is. 
The opposite result would follow if stand- 
ardized types alone were considered ac- 
ceptable. 

Beauty is a matter of millimeters, but 
for each lacking or excessive millimeter 
of the external facial contour there is a 
mile of repercussion on the psychic and 
emotional reactions of the subject, who 
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Fig. 2.—Sketches showing relation of face to head 
and neck. 





Fig. 3.—Sketches showing manner in which con- 
tour of forehead can be improved. 


desires an operation to bridge the chasm 
from what he is to.what he wants to be. 
This is his attempt to correct the per- 
turbation his physical appearance has 
created in his mind. He seeks a means to 
be, to feel and to act like a normal human 
being. 

The artist’s own aesthetic sense supplies 
his rule of proportion in his subjective and 
objective experience. The plastic surgeon, 
even if he is an artist, must create rules 
that will allow him to plan the operative 
procedure and evaluate the results. 
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Fig. 4.—Sketches showing possibilities of im- 
provement in nasomalar zygomatic compound. 
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MANDIBULAR UNITY NASO MALAR 
COMPOUND 





Fig. 5.—Sketches indicating possibilities on cor- 
rection of retracted or overprominent mandible. 


Basic Principles——The plastic surgeon 
has been able to observe the important 
role that his skill can sometimes play in 
the correction of the face (Fig. 1). The 
reason for this change, often spectacular, 
is that the face is only a fraction of the 
cephalic extremity, and changes made on 
it can have a spectacular effect on its rela- 
tion with the skull (Fig. 2). 

It is now possible to modify the shape 
of the forehead. When it is receding, it 
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can be brought forward (Fig. 3) ; when it 
protrudes, it can be camouflaged by bring- 
ing forward the lower two-thirds of the 
face. 

Various technics are also available to 
modify the nasomalar zygomatic compound 
(Fig. 4A, right), thus changing the shape 
and position of the middle third of the face. 

The position of the teeth and the shape 
of the upper maxillary bone (Fig. 4B, 
right) affect, to an important degree, the 
oral section of the face. 

The mandible can be controlled as a 
unit; it can be made more prominent or 
retracted as required to correct the shape 
and proportion of the lower segment of 
the face. This helps to give the desired 
slant to the basic facial structure (Fig. 5). 

The slant of the basic facial structure 
depends on the relation between the an- 
terior and the transverse medial plane, 











Fig. 6.—Slant of basic facial structure shown to 
depend on relation between anterior and trans- 
verse medial planes (see text). 
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and this relation can now be altered by the 
plastic surgeon (Figs. 6 and 7). 

The correction of each separate feature 
(nose, lips or chin) has been long familiar 
in the field of plastic surgery. The sketch 
in Figure 7 does not represent a standard 
formula, but it can help the surgeon to 
analyze the features of the profile to be 
corrected. These standards were obtained 
from innumerable types created by as 
many artists. In studying them, one finds 
that all these types have the common de- 
nominator of proportion and, aside from 
individual differences, all coincide with 
the general pattern. Each surgeon should, 
however, create his pattern of beauty with 
as many variations as necessary according 
to the ethnic characteristics that prevail 
in his part of the world. 

Analysis and Project.—Craniometric 
measurements, adopted internationally by 
anthropologists, have uniformity and ob- 
jectivity. They can be used to advantage in : gia, , yr 
making the morphologic problems of the ec ating oer yee sonia ~ ee 














Fig. 8 (Case 1):—Preoperative and postoperative views. 
367 
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Fig. 9 (Case 2).—Preoperative and postoperative views. 


Fig. 10 (Case 3?).—Preoperative and postoperative views. 


face objective and measurable, and they effectiveness of the technics available for 
enable the surgeon to judge accurately the their correction. 
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Fig. 11 (Case 4).—A, preoperative view of patient. B, roentgen study of skull. C, sketch indicates 
alterations needed. D, postoperative view. 
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Cephalographic Study: A tracing is 
made (Fig. 7) of Frankfort’s plane (exter- 
nal auditory canal and lower ridge of the 
orbit) and the nasion-pogonion line which 
establishes, by its relation with the latter, 
the basic facial structure. These lines will 
show (by comparison to Figure 8) the 


Fig. 12.—Improvement of anthropoid profile to 
normal human contour. 
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prominence or retrusion of the forehead, 
the position of the base of the nose and 
the relation of the superior and inferior 
maxillary bones to the whole face. They 
also supply pertinent data on the position 
of the teeth. 

Photographic Study: Roentgenographic 
study enables the surgeon to plan the cor- 
rection of the bony structure itself by 
causing either retrusion or protrusion of 
the divers segments (forehead, base of the 
nose, teeth and mandible). Should the age 
or the condition of the patient prevent this 
course of action, the deformities of the 
osseous structure can be camouflaged by 
using inclusions covered by the muscles, 
adipose tissue and skin. 

The photograph is placed on a negat- 
oscope with translucent paper attached to 
it. The lines aforedescribed are traced, 
and, with them as an axis, the best pos- 
sible profile for that particular patient’s 
ethnic type is drawn (Fig. 11C). The 
exact degree of correction is obtained by 
superimposition of the planned profile 
upon the photograph of the patient’s actual 
profile. 

It is at this moment that the surgeon 
should make an appraisal of the surgical 
technics he has at his disposal, as well as 
of his own skill and experience in execut- 
ing them. 

I am working intensively toward a full 
understanding of the problems of the skull 
and face, as well as the many ethnic prob- 
lems related to them. 

Up to the time of writing I have per- 
formed 158 operations based on this con- 
ception. Their analysis, the tabulation of 
results and the technics employed will 
be described in a new paper. 


Planning in Particular Cases.—In Case 
1 (Fig. 8) the defects were (1) flattening 
of the nose and (2) moderate upper and 
lower dental protrusion. Correction con- 
sisted of lifting the nose. An orthodontic 
operation will be performed later. 
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B — . al 
lig. 13.—Distorted, unhappy, confused male pa- 


tient transformed into happy, useful citizen cap- 
able of work, love and creative endeavor. 


In Case 2 (Fig. 9) the defects were (1) 
a large, humped nose, with descent of the 
columell, and (2) severe prognathism. 
Correction was achieved by performing 
rhinoplasty and dystrusion of the jawbone 
by means of a double condylectomy. 
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14.—Transformation of painfully handi- 
capped young woman into confident, attractive 
girl by profiloplasty. 


Fig. 


In Case 3 (Fig. 10) the defects were 
(1) a large, humped nose, with descent 
of the columella and a dropped lobe; (2) 
moderate upper dental protrusion, and (3) 
alteration of the facial contour by aging 
skin. Correction consisted of rhinoplastic 
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procedures. The degree of dental protru- 
sion was not considered great enough to 
justify orthodontic surgical treatment. 

In Case 4 (Fig. 11) the patient had 


Fig. 15.—A, naturally well-formed skull, offering 

possibility of equal natural beauty without sur- 

gical aid. B, ugly, malformed skull, unfortunate 

possessor of which was doubtless equally unat- 
tractive. 
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(1) a “birdlike” face; (2) a receding fore- 
head; (3) a humped nose, with descent of 
the columella and a dropped lobe; (4) 
micrognathia, and (5) dental protrusion. 
A cephalogram was taken; the patient was 
photographed, and the correction was 
planned in detail. It consisted of fronto- 
plasty, rhinoplasty, mentoplasty and cam- 
ouflage of the dental protrusion by cor- 
rection of the chin. 


SUM MARY 


“Profiloplasty” is an operation that 
utilizes various surgical technics. It is 
based on an integral study of the human 
profile with the purpose of attaining pro- 
portion in its various segments, thus 
achieving beauty for the entire face. 

Beauty is a matter of millimeters; sur- 
gical technics can now modify these meas- 
urements in one sense or another to pro- 
duce results previously and accurately 
planned. 

The author explains how he arrives at 
the concept of profiloplasty, the manner 
of making the diagnosis and the planning 
of integral correction of the profile. 

The paper is documented with accounts 
of 150 personal cases. Photographs of the 
results obtained in 5 cases are also pre- 
sented. 

Technical details, as well as an evalua- 
tion of the various surgical technics in- 
volved in the achievement of profiloplasty, 
will be the subject of another paper. 


RESUME 


La “profiloplastie” est une opération 
utilisant diverses techniques chirurgicales. 
Elle est basée sur une étude intégrale du 
profil humain en vue d’atteindre a des 
proportions harmonieuses a ses différents 
niveaux, réalisant ainsi la beauté du visage 
dans son ensemble. 

La beauté est une question de milli- 
métres; les techniques chirurgicales per- 
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mettent maintenant de modifier les me- 
sures dans un sens ou dans |’autre, en vue 
d’obtenir les résultats désirés selon un 
plan judicieusement établi au préalable. 


L’auteur explique comment il arrive a 
la conception de la profiloplastie, la fagon 
de poser le diagnostic et de fixer un plan 
pour la correction intégrale du profil. 

Le travail présenté comprend 150 cas 
personnels; il est accompagné de photo- 
graphies illustrant les résultats obtenus 
dans 5 cas. 

Les détails techniques ainsi que |’étude 
des diverses techniques chirurgicales né- 
cessitées par la réalisation de la profilo- 
plastie feront l’objet d’un travail ultérieur. 


RESUMEN 


Se denomina profiloplastia una opera- 
cidn que, mediante diversas técnicas, busca 
el logro de unas proporciones adecuadas 
entre las partes que forman el perfil cor- 
poral y de este modo lograr la belleza del 
conjunto. 

La belleza es una cuestién de milime- 
tros; y estas medidas pueden modificarse 
a voluntad quirtrgicamente para lograr 
los resultados apetecidos. 

El] autor explica cémo llegar al concepto 
de profiloplastia, cOmo hacer el diagnés- 
tico, y cémo plantearse la correccién in- 
tegral del perfil corporal. 

Este articulo esta ilustrado con 150 
casos personales, de los que se presentan 
cinco fotografias. 

En otro articulo el autor expondra los 
detalles técnicos y una critica de los dis- 
tintos procedimientos a emplear. 


RIASSUNTO 


La “profiloplastica” e’ un intervento che 
si vale di varie tecniche chirurgiche ed e’ 
basato su uno studio integrale del profilo 
umano allo scopo di raggiungere la pro- 
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porzione fra le varie parti e donare la bel- 
lezza alla faccia. 

La bellezza e’ talvolta questione di milli- 
metri; la tecnica chirurgica e’ ora in grado 
di modificare le misure in un senso o nell’- 
altro per ottenere i risultati prefissi se- 
condo un piano accuratamente prestabilito. 

L’autore spiega come si giunge al con- 
cetto di profiloplastica, come si fa la diag- 
nosi e come si prestabilisce la correzione 
integrale di un profilo. L’articolo e’ do- 
cumentato da 150 casi personali; di 5 ven- 
gono presentati i documento fotografici. 

I dati tecnici e la valutazione delle 
diverse techniche chirurgiche formano 
Yoggetto di un altro lavoro. 


ZUSAM MENFASSUNG 


Die “Profilplastik” ist eine Operation, 
die sich verschiedener chirurgischer 
Techniken bedient. Sie beruht auf einem 
umfangreichen Studium des menschlichen 
Profils und verfolgt den Zweck, Propor- 
tionen der verschiedenen Abschnitte des 
Profils herbeizufiihren und auf diese 
Weise das ganze Gesicht zu verschénen. 

Schénheit ist eine Sache von Millime- 
tern; chirurgische Techniken kénnen jetzt 
solche Maasse in einer oder der anderen 
Richtung veraindern, um Erfolge zu er- 
zielen, die sorgfaltig im Voraus geplant 
sind. 

Der Verfasser erklart, wie er auf die 
Konzeption der Profilplastik gekommen 
ist, wie er seine Diagnose stellt und wie er 
eine Gesamtkorrektur des Profils plant. 

Die Arbeit beruft sich auf 150 eigene 
Falle des Verfassers, und die Erfolge, die 
an fiinf Fallen erzielt wurden, werden 
photographisch dargestellt. 

Technische Einzelheiten und eine Aus- 
wertung friiherer chirrurgischer Tech- 
niken, die zu den Erfolgen der Profilpla- 
stik beigetragen haben, werden der Gegen- 
stand einer weiteren Arbeit sein. 


ne 
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Traumatic Surgery 





Emergency with Delayed Operation 
for Wounds of the Limbs 


MARC ISELIN, M.D., F.I.C.S. 
PARIS, FRANCE 


N 1956 I coined the term “delayed 
I emergency” or, rather, “emergency 

with delayed operation.” In 1957, at a 
general meeting of the International Col- 
lege of Surgeons in Geneva, I explained its 
meaning. The term denotes what I con- 
sider the modern concept of an emergency ; 
i.e., because of the technics and drugs cur- 
rently available, the surgeon is no longer 
compelled to define an emergency in terms 
of time alone. 

Thanks to aspiration and re-equilibra- 
tion in the care of most abdominal emer- 
gencies, it is now generally recognized 
that in this field the surgeon can take time 





Read at the Twenty-Sixth Annual Congress of the North 
American Federation, International College of Surgeons, Chi- 
eago, May 14-18, 1961. 

Submitted for publication June 2, 1961. 





The author points out that the 
availability of antibiotics, together 
with modern antiseptic measures, 
has made it possible for operation 
in cases of emergency, including 
trauma to the limbs, to be delayed 
until the patient has been brought 
into optimal condition both physi- 
cally and mentally. This eliminates 
the danger of infection of the wound 
and in the author's hands has saved 
a number of limbs which, had opera- 
tion been performed immediately, 
would have been amputated. 
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to prepare his patient and operate only 
when he has brought him into the optimal 
condition for that purpose. Nevertheless, 
even after I had adopted this principle 
for intestinal obstruction, perforated ulcer 
and other abdominal conditions, I hesi- 
tated to extend it to wounds, having been 
taught for years that the sooner the oper- 
ation was performed the better the result 
would be. Inevitably, however, I realized 
that the antibiotics and antiseptics extend 
for days the “lag” in time between the 
injury and the pullulation of bacteria—a 
lag long enough to permit surgical inter- 
vention but limiting its use to a very short 
time—six to ten hours—after the injury. 

So much having been admitted, it be- 
came obvious that delaying the operation 
would permit absolutely meticulous prep- 
aration of the skin (indispensable for 
any surgical procedure) and adequate 
preparation of the general and mental con- 
dition of the patient. In 1958, therefore, 
I began to treat wounds of the limbs ac- 
cording to the technic here described. 

When a patient comes to the hospital 
with an injury of the hand or of the leg, 
he is not operated on immediately. He is 
put in bed and submitted to the following 
preparation: 

Local.—The limb is bathed in a solution 
of quaternary ammonium (I use Cetav- 
lon), shaved, cleaned and, after about fif- 
teen minutes, splinted and wrapped in a 
wet dressing soaked with Cetavion. 
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General.—General preparation is three- 
fold, as follows: 

1. Administration of antibacterials. I 
give penicillin-streptomycin routinely and 
have had no trouble. 

2. Maintenance of water, ionic blood 
and protein balances, according to the se- 
verity of the trauma and the patient’s re- 
action. 

3. Antistress measures. As a routine, 
I give each patient 3 tablets daily, for one 
month, of Procalmadiol. 

The dressing is removed the next day; 
a new bath with Cetavlon is given; the 
wound is examined, and the general status 
of the patient is appraised. The limb is 
then dressed and immobilized. 

When the skin is perfectly clean and the 
patient is quiet and gives the impression 
of being in good condition, the operation 
can be performed. 

The minimal delay, in my own opinion, 
is two days for the clean wound inflicted 
by sharp laceration. For crush injuries 
and injuries due to automobile accidents, 
four days is the average time. For wounds 
examined late, and infected or potentially 
infected on arrival, I wait longer (in 2 
cases, for eleven days) to gain the neces- 
sary time for mastering the infection and 
operating without danger. 


COMMENT 


The advantages of this revolutionary 
technic are numerous and important. 
First, it eliminates all danger of wound 
infection. Second, it provides an easy 
solution of the difficult problem of wound 
excision. Within two or three days the 
necrotic part becomes dark and clearly 
demarcated from the living tissue, which 
remains pink. On some occasions, fingers 
which, on first examination, seem certain 
to be lost by amputation will appear quite 
normal after the delay. On the other hand, 
flaps which at first looked quite healthy 
become necrotic and have to be excised. 
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The part operated on, properly splinted 
and free of both infection and secondary 
necrosis, does not become edematous. Heal- 
ing is quicker and of better quality than 
with the old methods. 

Furthermore, three years’ experience 
with hundreds of patients has taught me 
two general consequences : 

1. The initial operation, which, accord- 
ing to the classic principle upheld since 
1917, was intended to prevent the devel- 
opment of wound infection through care- 
ful wound excision followed by covering 
(with skin sutures or a graft), has 
changed its meaning, as infection, in mod- 
ern practice, is quite adequately controlled 
by antiseptics and antibiotics. 

2. The initial operation under the new 
conditions can be definitive, with exci- 
sion of any part that cannot live and 
repair of everything that needs repair— 
skin, bones, joints, tendons and nerves. 

I call this conception “global surgery,” 
because its aim is—instead of leaving the 
task of reconstruction for secondary oper- 
ations—to do all necessary repairs at 
once. 

It is surely unnecessary to insist further 
on the advantages of this method, which 
saves suffering, time and money and solves 
one of the most difficult problems of or- 
ganization in surgery, namely, the treat- 
ment of emergencies. 

The term “emergency with delayed 
operation” means that the emergency still 
exists and that the wounded must be taken 
at once to a hospital but that the opera- 
tion will be performed only when, in the 
surgeon’s judgment, the local and general 
condition of the patient has been brought 
to its best. 

Such management is well accepted by 
the patient and its advantages readily ad- 
mitted by the physician after the neces- 
sary explanations. Nevertheless it is 
much more difficult to persuade the sur- 
geons, who are necessarily too much op- 
pressed by what they have been taught, 
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by their long experience with the classic 
methods and by their heavy sense of re- 
sponsibility with regard to following rev- 
olutionary concepts. 

Yet “emergency with delayed opera- 
tion” is only the application of a more 
general idea, which governs modern sur- 
gery in general: The preoperative treat- 
ment is the most important, and the time 
and care accorded to it will eliminate or 
greatly diminish the postoperative prob- 
lems and complications. 


RIASSUNTO 


Con il termina di “Urgenza con inter- 
vento rimandato” l’autore intende que 
lurgenza continua a sussistere rigardando 
la rapida ospedalizzatione del paziente; 
ma |’intervento chirurgico sara rimandato 
e verra eseguito solo dopo accurata pre- 
parazione. Nella pratica chirurgica mo- 
derna, infatti, la preparazione del malato 
deve essere spesso considerata come la 
parte essenziale del] trattamento. 


ZUSAM MENFASSUNG 


Unter der Bezeichumg “Dringlichkeit 
mit aufgeshobener Operation” versteht 
der Verfasser dass die Dringlikeit fiir die 
schnelle Aufnahme ins Krankenhaus 
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fortbesteht ; aber die Operation nur ausge- 
fiihrt werden kann, nachdem geniigend 
Zeit auf sorgfaltige Vorbereitung zur 
Operation aufgewandt worden ist. Es darf 
nicht vergessen werden, dass in der moder- 
nen Chirurgie die Vorbereitung zur Opera- 
tion oft die lebenswichtigste Phase der Be- 
handlung darstellt. 


RESUMEN 


E] autor define el termino “urgencia con 
operation diferida” como indicacién que 
la urgencia continua por la rapida hospi- 
talizacion de del enfermo; pero la inter- 
vencion sero diferida por el tiempo neces- 
sario a la preparacion adecuada para la 
intervencién. En la cirugia moderna debe 
tenerse presente que la preparacién es a 
menudo la fase mas importante del trata- 
miento. 

RESUME 


L’auteur définit le terme d’ “opération 
en urgence différeé” comme _ indiquant 
que l’urgence persiste pour l’hospitaliza- 
tion du patient; mais l’operation ne peut 
etre pratiquee qu’ aprés le temps reservé 
a une preparation adequate. En pratique 
chirurgicale moderne, il faudrait ne pas 
méconnaitre que la préparation est souvent 
la phase thérapeutique la plus vitale. 


The past may be compared to a shrine in the coign of some sea-cliff, whither the 
white birds of recollection come to roost and rest awhile and fly away again into 
the darkness. But the shrine is never deserted. For away up from the horizon’s line 
other white birds come wheeling and circling to take the piace of those that have 


left and are leaving. 
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-Moore 























ee. vs 
Seccion en Espanol 


Aneurisma de la Carotida Interna 


(Aneurysm of the Carotid Artery) 


JOSE YOEL, M.D., JOSE ALBERTO CERISOLA, M.D., 
Y BERNARDO GOLDSTEIN, M.D. 
BUENOS AIRES, ARGENTINA 


cuentes, y su tratamiento desalenta- 

do por la gran mortalidad o impor- 
tantes secuelas nerviosas debidas a 
defectos en la irrigacion cerebral. 

En el caso que motiva esta presentacion, 
hemos efectuado lo que consideramos el 
tratamiento moderno e ideal de los aneu- 
rismas carotideos, o sea la reseccién y 
anastomosis término-terminal mante- 
niendo la circulaciOn cerebral mediante el 
sultado desconocido. 

Historia.—Reid! recopila todos los aneu- 
rismas tratados en el Johns Hopkins 
Hospital desde su apertura hasta 1922, en- 
contrando 12 casos de aneurisma de car6- 
tida sobre un total aproximado de 120 
casos; 10 de ellos eran de carétida comin, 
1 de carétida externa, y 1 de carotida in- 
terna. (De ahora en adelante al mencionar 
a los aneurismas de la carétida interna nos 
referimos a los de localizacién cervical ex- 
clusivamente, no a los intracraneanos, que 
son tributarios de la neurocirugia y que 
parecen ser mucho mas frecuentes.) De 
estos casos, 4 fueron curados por ligadura 
proximal o combinada, otros 4 pacientes 
murieron, hubo 2 hemiplejias y 2 de re- 
sultado desconocido. 

Matas? publicé 42 casos recopilados en 
un lapso de 52 afios (1888-1940). Todos 


O3 aneurismas carotideos son poco fre- 
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A case of cervical aneurysm of 
the internal carotid artery is reported 
in which resection with a termino- 
terminal anastomosis was performed. 
During the exeresis and suturing the 
cerebral circulation was controlled 
by an external shunt. The patient 
was cured and presented no further 
neurologic symptoms. 











fueron tratados por ligaduras y hubo 5 
muertes. 

Elkin® en 1932 comunicé 5 aneurismas 
de la caroétida, sobre un total de 62 aneu- 
rismas. Todos fueron tratados por liga- 
dura parcial; 4 enfermos curaron y el 
5° tuvo una hemiplejia. 

Kirby* sefiala que desde 1927 a 1947 
(periodo de 20 afios), en el Hospital de la 
Universidad de Pennsylvania se vieron 5 
aneurismas de este tipo. 

Pataro® en 1943 publica un caso de aneu- 
risma carotideo tratado en una primera 
etapa con la ligadura parcial con bande- 
leta de aluminio. 

Shea* ha publicado un caso de aneu- 
risma carotideo tratado con reseccién y 
anastomosis entre las carétidas comtin e 
interna. Se obtuvo buen resultado. 


Spencer’ en 1957 publica un caso de 
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aneurisma de la cardétida comtn, tratado 
con reseccién y sutura término-terminal. 
Para ejecutar la sutura arterial se debidé 
suspender la circulaci6én cerebral durante 
19 minutos. El enfermo cur6 sin secuelas 
neurologicas. 

Boatman y Bradford (1958) publican 
un caso de aneurisma de la carétida in- 
terna operado durante el embarazo, em- 
pleando hipotermia y un shunt vascular 
para mantener la circulaci6n cerebral du- 
rante la confeccién de la sutura. Se ob- 
tuvo un éxito terapéutico. 

De Bakey y col.* publican el reemplazo 
de la carétida por proétesis de dacron o 
teflon, utilizando durante la colocacién del 
injerto un shunt externo para mantener la 
circulacién cerebral. 
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De Bakey y Crawfoord® preconizan el 
uso de un shunt para mantener la circula- 
cién cerebral durante la oclusi6n carotidea. 


Etiologia.—El 90% de los aneurismas 
de la carétida comiun son de origin luético. 
Como las manifestaciones tardias de esta 
enfermedad hoy dia son menos frecuentes 
que otrora, los aneurismas son raros. 

Los aneurismas espontaneos de la car6- 
tida interna son generalmente de origen 
congénito. Otros factores concurrentes 
citados, son la hipertensién arterial y la 
arterioesclerosis. Un grupo aparte obe- 
dece a una etiologia traumatica. 

Tratamientos propuestos.—1. Ligadura: 
Cualquier tratamiento quirtrgico de los 
aneurismas carotideos que implique la sus- 
pensién momentanea o definitiva del flujo 








Fig. 1—A, B y C, arte- 
ridgrafia carotidea _ iz- 
quierda mostrando la 
presencia de una dilata- 
cién aneurismatica que 
se origina en la carotida 
interna inmediatamente 
por encima de la bifurca- 
cién. Noétese asimismo el 
“bucle” que describe la 
carétida interna hacia 
abajo y atras. D, aneu- 
risma de la cardétida 
interna izquierda. Se ob- 
serva el tumor aneuris- 
matico pulsatil en la 
region cervical superior, 


sahdndiabnmniibades: E, e: tumor hace prominencia en la cavidad 
- bueal empujando la fosa amigdalina izquierda. 
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Fig. 2.—A, enferma en posicién operatoria. La incision va desde 2 cm. por debajo del lébu-o de la oreja 
hasta la insercién esternal del E/C/M/ y siguiendo el borde anterior de éste. La parte superior de la 
incision emplazada sobre el relieve del aneurisma. B, disecados los bordes de la herida se rechaza hacia 
atras el E.C.M. Se observa la prominencia del aneurisma en la parte superior. Se ha cortado el miusculo 
omohiodeo cuyos cabos aparecen reparados. C, se han pasado las cintas de hilera por las carétidas pri- 
mitiva y externa. La caroétida interna presenta un bucle en comunicaci6n con el aneurisma. Sobre éste 
se vé el nervio hipogloso con su asa descendente y el musculo digastrico. D, se ha pasado la cinta por 
detras de la carétida interna disecada por encina del aneurisma. Arriba se vé el hipogloso y el miusculo 
digastrico con dobie ligadura antes de ser seccionado. E, ampliacién del campo operatorio prolongando 
hacia arriba la incisi6n con un trazo prearicular y hacia adelante con untrazo anterior perpendicular 
al extremo superior de la incision; reseccién del angulo mandibular y seccién del digastrico. F’, foto- 
grafia operatoria esquematizada en la Fig. 2H 


sanguineo por una de las carotidas, tiene ralmente graves (hemiplejias). Estas le- 
como grave riesgo la gran frecuencia de _siones pueden aparecer cuando la suspen- 
lesiones neurolégicas, observadas desde el sién circulatoria dura mas de 5 minutos; 
30% al 60% de los casos tratados, y gene- A veces solo se hacen ostensibles clinica- 
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Fig. 3.—A, se ha colocado el shunt externo asegurando las agujas en los sitios de puncién apretando 
la cinta de hilera sobre la carétida interna y una cuarta cinta pasada por la carotida primitiva. Las 
cintas ajustadas sobre los vasos son mantenidas con pinzas en angulo recto para ligaduras. Se ha re- 
secado una porcioén de mas de 3 cm. de carétida interna colocando clamps arteriales en ambos extre- 
mos. B, fotografia operatoria esquematizada en la 3A. C, anastomosis término-terminal de la cardétida 
interna. Se han colocado los puntos directores y se comienza la sutura. D, fotografia operatoria esque- 
matizada en la Fig. 3C. EH, anastomosis terminada. Se ha suturado el mtsculo omohioideo. Se vé la 
glandula submaxilar hacia arriba y adelante. Se ha resecado el tumor aneurismatico. F’, fotografia 
operatoria esquematizada en la Fig. 3E. 


mente a los dos o tres dias de la oclusion. 
Estos accidentes que se observan cuando 
se actia sobre la carétida comtin, aumen- 
tan notablemente cuando la ligadura se 
emplaza en la carétida interna. Ligando 
la comutn, la circulaci6n puede mantenerse 
relativamente por via retroégrada car6étida 
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externa-carotida interna, y esta via suple- 
toria es la que explica la menor incidencia 
de complicaciones. Pilcher y Thuss,'° publi- 
can una incidencia de complicaciones cere- 
brales en el 20 a 30% de los casos. 
Freeman comunica complicaciones neu- 
rol6gicas en el 20 a 25%. Matas da una 
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mortalidad del 12% debida a la ligadura 
carotidea. Watson y Silverstone’! comu- 











Cc eo fie 
Fig. 4.—A, fotografia del aneurisma resecado en- 
comunicaci6n con la carétida interna. B, micro- 
fografia de la pieza. Dr. Polak Protocolo 44.842 
“Aneurisma de arteria carétida interna con in- 
tensos fendmenos de hialinizacion y calcificacion.” 
C, sutura final. Se ven las ampliaciones de la in- 
cision aprovechando el pliegue preauricular hacia 
arriba y hacia la regién submaxilar adelante. 
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Fig. 5.—Resultado a los 20 dias de la intervencion. 


nican complicaciones neurol6gicas en el 
70% de los enfermos tratados y un 50% 
de mortalidad. De lo expuesto se deduce 
el grave riesgo que supone la ligadura de 
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las carétidas comun e interna como trata- 
miento de los aneurismas. La ligadura de 
la carétida externa es innocua, ain cuando 
se practique bilateralmente. 

Con el objeto de disminuir la frecuencia 
de complicaciones cerebrales se han pro- 
puesto diversos tests para medir la sen- 
sibilidad del tejido nervioso a la isquemia 
producida por la compresion carotidea. La 
prueba preconizada por Matas o las varia- 
ciones de la misma, de comprimir la car¢- 
tida interna, incluso explorandola quirtr- 
gicamente con anestesia local, no ha dado 
resultados veraces pues la hemiplejia ha 
aparecido a las horas o dias de haber sido 
afectuada la ligadura, a pesar del resul- 
tado negativo del test. 


2. Ligadura Gradual de la Carétida: Se 
han propuesto diversos dispositivos o ins- 
trumentos, como asi mismo bandas de 
fascia o de aluminio, que ocluyendo paula- 
tinamente la luz arterial darian tiempo a 
la instauracién de una adecuada circula- 
cién colateral por el poligono de Willis, 
lo que atenuaria grandemente la inciden- 
cia de complicaciones. El] inconveniente 
de este procedimiento, segun algunos 
autores, es la aparicién de hemorragias 
secundarias por erosién de la pared ar- 
terial. 

3. La Aneurismorrafia: Este es uno de 
los clasicos procedimientos preconizados 
por Matas, pero pocas veces puede utili- 
zarse dado las caracteristicas anatomo- 
patologicas de estos aneurismas. Es Util 
en los falsos aneurismas 0 en los saculares. 


4. Reseccién del Aneurisma y Anasto- 
mosis Término-Terminal: Es indiscutible- 
mente el procedimiento de elecci6én a utili- 
zar en cualquier tipo de aneurisma.pues 
reseca la zona patologica de la arteria y 
practica la anastomosis término-terminal 
de los cabos. Si la distancia entre éstos 
no permitiera la sutura arterial se debe 
proceder a la colocacién de un tubo de 
dacron o teflon. Este tipo de cirugia tiene 
el grave inconveniente que supone inter- 
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rumpir mediante clamps la circulacion 
carotidea para efectuar las maniobras de 
ectomia y anastomosis. Con el fin de ob- 
viar esta dificultad han sido propuestos 
diferentes “shunts” o tubos plasticos cor- 
tocircuitos de polietileno, que ubicandose 
por dentro (shunt interno) o por fuera 
(shunt externo) de la luz arterial, per- 
miten mantener una adecuada circulaci6n 
cerebral durante la oclusién de la zona 
aneurismatica. FE] shunt externo consta 
de un tubo de polietileno de 3 a 5 mm de 
diametro que lleva colocadas en cada ex- 
tremo una aguja corta y gruesa (25/18 o 
14 gauge) que se insertan en la carodtida 
por encima y por debajo de los dos clamps 
que limitan la zona arterial a resecar. Es 
necesario para mantener una adecuada 
irrigaci6n cerebral por medio de este 
dispositivo: 

1. Mantener y aun elevar la tension ar- 
terial del paciente a 200 mm de sistolica 
por medio de soluciones endovenosas de 
noradrenalina a perfusién continua gota 
a gota. De la misma manera hay que re- 
emplazar cualquier pérdida sanguinea me- 
diante transfusi6n peroperatoria y evitar 
las drogas que pudieran causar eventual- 
mente hipotensién arterial (premedica- 
ciones, barbituricos, etc.). 

2. Mantener incoagulable la sangre del 
paciente durante el funcionamiento del 
shunt mediante la inyeccién intraarterial 
de 50 a 100 mg. de heparina. 

A continuaci6n relatamos la historia 
clinica de nuestro caso e ilustramos la 
técnica operatoria seguida para la solu- 
cién del mismo. 

H.de F. 61 afios. Alemana. Casada. 

Enfermedad actual: Hace 7 meses em- 
pezo su enfermedad con la aparici6n de un 
tumor en regién cervical superior iz- 
quierda y parte de regién submaxilar. E] 
tumor fué aumentando gradualmente de 
tamafno hasta adquirir los caracteres ac- 
tuales. Una angiografia hecha hace tres 
meses muestra la presencia de un aneu- 
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risma de la carétida interna (Fig. 1, A, B 
v C). No ha tenido mas sintomatologia 
subjetiva que cefaleas intermitentes. 


Estado actual: Al examen se comprueba 
tumor en regi6én cervical superior iz- 
quierda de 4x 4x 4cm., pulsatil, elastico, 
ligeramente doloroso (Fig. 1D). Por via 
bucal hace procidencia levantando la fosa 
amigdalina izquierda (Fig. 1F). 

Al tacto pulsa y es ligeramente doloroso. 
Examen general: nada de particular. Se- 
rologia para sifilis: Wassermann, Kahn St. 
y presuntiva: Negativas. Tension arterial 
Mx. 160 Mn. 100. 

Protocolo Operatorio.—Anestesia: gene- 
ral pentothal-novocaina con intubacién en- 
dotraqueal. Incisién: desde 2 cm. por de- 
bajo del l6ébulo de la oreja izquierda sigue 
el borde anterior del E.C.M. hasta su in- 
serci6n esternal (Fig. 2A). Disecados los 
bordes de la herida se rechaza el E.C.M. 
hacia atras, se cortan y reparan los cabos 
del omohioideo (Fig. 2B), se investiga la 
carotida primitiva y se le pasa una cinta 
de hilera; se hace lo mismo con la carétida 
externa (Fig. 2C). 

Se diseca la carétida interna que pre- 
senta un bucle que ya se veia en la arterio- 
grafia preoperatoria, y a unos 3 0 4 cm. de 
la bifurcaci6n ; dicha arteria forma cuerpo 
con el tumor aneurismatico del cual es im- 
posible separarla por lo menos en un 
trayecto de 3 cm. 

Se contintia la diseccién hacia arriba, se 
encuentra el nervio hipogloso y su asa 
descendente. Finalmente se consigue pasar 
un lazo por la carétida interna a 1% em. 
de la base del craneo (Fig. 2D). 

Para aumentar el campo operatorio, se 
amplia la incisién primero con un pequefo 
trazo preauricular y luego con una incisi6n 
anterior de unos 5 cm. perpendicular a la 
ya efectuada. La reseccién del gonion, la 
ligadura de las arterias lingual, tiroidea 
y facial y la seccién del digastrico que 
cubria el aneurisma d& un amplio campo 
(Fig. 2, HL y F). 


383 


YOEL ET AL.: ANEURISMA CAROTIDA INTERNA 


Se coloca el bypass entre la car6étida 
primitiva y el extremo superior de la in- 
terna, las agujas que perforan la pared 
arterial se adosan a la misma por medio de 
cintas de hilera que se ajustan con pinzas 
doble utilidad. Se colocan los clamps ar- 
teriales sobre arteria sana y se procede a 
resecar la zona aneurismatica (Fig. 3, 
A y B). Se aproximan los cabos tomados 
con clamps y se comienza la anastomosis 
empleando agujas atraumaticas con seda 
000000 (Fig. 3,C y D). Terminado el cierre 
se constata la permeabilidad de la sutura, 
lo que obliga a colocar unos puntos de re- 
fuerzo, técnicamente dificiles por la fra- 
gilidad de la pared vascular. No obstante, 
el cierre es satisfactorio y la hemostasia 
perfecta (Fig. 3, E y F). Desde el mo- 
mento de la colocacién del shunt y hasta 
terminada la sutura y quitados los clamps 
se hepariniz6 a la enferma con 100 mg. 
de heparina intracarotidea y se le elevo’la 
tensi6n arterial a 200 mm. Hg por medio 
de una soluci6n intravenosa de noradrena- 
lina. Se cubre la zona con gasa reabsor- 
bible y se deja como avenamiento un tubo 
de goma y gasa que se saca por contraber- 
tura. Sutura de la herida con puntos se- 
parados (Fig. 4C). 

Evolucion postoperatoria.—A la semana 
se sacé el avenamiento y los puntos. Herida 
bien. Excelente postoperatorio. No se ob- 
servan secuelas neurolégicas. A los 8 dias 
es dada de alta en optimo estado. 

A los tres meses de la intervenci6én la en- 
ferma se encuentra totalmente restable- 
cida sin nigtin tipo de secuela. 


RESU MEN 


Se presenta un caso aneurisma cervical 
de la carétida interna, tratado con resec- 
cién y anastomosis término-terminal. Du- 
rante la exéresis y sutura se mantuvo la 
circulacién cerebral por medio de un 
“shunt” externo. La enferma curé sin se- 
cuelas neurol6égicas. 
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The real America is not constituted by its great cities, but by its little towns, 


where the nation was forged. The inhabitants of rural areas are the tradition of 
this nation, just as country doctors once constituted the most dynamic force in 
its medical progress. 

The country doctor is a sympathetic participant in the great emotional storms—- 
economic and social—of his patients. This privileged role affords him an intimate 
view of his patients, which on occasions he has transmuted into the pure gold of 
literary creation, 

More and more every day medicine becomes the art of promoting health, 
preventing disease, restoring health, and rehabilitating the invalid. In this great 
medical scheme the country doctor is established as the basic factor both in rural 
health centers and in health stations in factories and in industrial and residential 
districts. To achieve these goals, in the future, the rural health stations may lead 
to the district health stations, and hence to teaching hospitals. At the core of this 
system there looms that heroic infantryman of medicine, the country doctor, with 
whose help our profession will continue to reach new heights of dignity and grandeur. 


—NMarti-I banez 
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Centros de Motricidad Pupilar 
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dad pupilar depende esencialmente 

de la inervacién de los miusculos 
constrictor y dilatador de la pupila. El 
primero de ellos se encuentra inervado 
casi exclusivamente por fibras colinérgicas 
que forman el tercer par craneano; en 
cambio, el segundo es de_ inervacién 
adrenérgica y recibe sus fibras nerviosas 
del simpatico cervical. 

Los estimulos luminosos provocan el 
conocido reflejo a la luz; este reflejo esta 
determinado en su primera parte o sea 
su via aferente por el nervio 6dptico, el 
nucleo pregeniculado y el fasciculo pre- 
geniculomesencefalico. El arco reflejo se 
completa en su parte eferente con los 
nucleos pretectales y la porcién anterior 
del ntcleo de Edinger-Westphal que con- 
tribuye con fibras colinérgicas al ganglio 
ciliar y éste a su vez envia esta misma 
clase de fibras al miusculo constrictor 
de la pupila a través de los nervios ciliares 
cortos. 

El diametro pupilar se encuentra, en 
condiciones fisioldgicas, determinado fun- 
damentalmente por la actividad o tono 
del nticleo pupiloconstrictor del tercer par. 
De aqui que puedan distinguirse dos clases 
de pupilodilataciones: una pasiva que 


1D: todos es conocido que la motrici- 
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A study of the effects of electrical 
cerebral stimulation is reported. Ap- 
plied to the external and caudal area 
of the anterior lobe it produces bilat- 
eral pupillary constriction. Stimula- 
tion of other areas results in my- 
driasis of varying degrees. The 
authors’ results are correlated with 
those of other investigators. 











resulta de la inhibicion de la actividad 
ténica del ntcleo pupiloconstrictor que 
se acaba de mencionar y la otra activa 
cuando se excitan las fibras simpaticas 
que inervan el miusculo dilatador de la 
pupila. 

Las fibras simpaticas que intervienen 
en la dilatacién pupilar provienen del 
nucleo cilioespinal; esta estructura puede 
ser activada por ntcleos de niveles su- 
periores, particularmente por el hipotdéla- 
mo lateral con el que esta conectado a 
través del fasciculo longitulinal dorsal. 

Es interesante hacer notar que el dia- 
metro pupilar puede variar por influen- 
cias nerviosas que provienen de niveles 
superiores a las antes mencionadas ya 
que existen conexiones anatémicas a 
través de las cuales van a ejercer su in- 
fluencia, activacién o inhibicién, sobre 
el ntcleo pupiloconstrictor o sobre las 
estructuras simpaticas centrales. 
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Una estructura que influye provocando 
dilataci6n o constriccién es el diencéfalo, 
posiblemente de manera directa sobre el 
nucleo constrictor de la pupila. Hess! ha 
estudiado entre otras reacciones aut6no- 
mas las pupilares estimulando diferentes 
areas del diencéfalo. Sus resultados han 
sido publicados en su magnifica contri- 
bucién neurologica: “Die Funktionelle 
Organisation des vegetativen Nerven- 
system.” Hess utilizé6 el método de la 
implantacién cronica de electrodos, en 
distintos sitios del encéfalo y logr6é es- 
timular diferentes puntos del mismo; por 
medio de comprobaciones histologicas 
elaboro mapas de las regiones cuya es- 
timulaci6n provoca constriccién o dila- 
tacién pupilar en el gato. Estas areas se 
encuentran distribuidas en una zona com- 
prendida entre la region predptica, los 
nuicleos anteriores y mediales del talamo, 
los ntcleos del techo y la substancia gris 
que rodea al acueducto del mesencéfalo, 
el subtalamo y el hipotalamo posterior. 

Las zonas de miosis y de midriasis en 
ocasiones no estan bien delimitadas ya 
que quedan entremezcladas en algunos 
sitios. No obstante puede distinguirse una 
distribuci6n preferente de las mismas; 
es decir, la pupiloconstricci6n, por ejem- 
plo, se obtiene por estimulacion de areas 
talamicas situadas mas externamente que 
las que producen pupilodilatacién e in- 
versamente. En cuanto a su distribuci6n 
en direccién antero-posterior las zonas 
que provocan constriccién se distribuyen 
con mayor frecuencia hacia adelante, mien- 
tras que las de dilatacién hacia las 
regiones dorsales e inferiores. Hecho 
digno de mencién es que entre las areas 
que provocan miosis se encuentran las 
situadas alrededor de la comisura an- 
terior, el hipotalamo anterior y las areas 
circunvecinas a los ntcleos supradpticos 
del hipotalamo. 

La estimulaciOn de algunas zonas de 
la corteza cerebral ocasiona cambios en 


386 


SEPTEMBER, 1961 


la actividad de diversos efectores inerva- 
dos por el sistema nervioso aut6nomo; 
entre éstos se encuentra la pupila, la que 
responde generalmente por midriasis y 
en ocasiones por miosis cuando se es- 
timulan algunas zonas del cerebro 
visceral.2 Pribram y MacLean*® han de- 
nominado cerebro visceral a las estruc- 
turas cerebrales que tienen relacién fun- 
cional con el sistema nervioso aut6nomo 
y la mayoria de las cuales se incluian 
anteriormente en el cerebro olfatorio o 
rinencéfalo. 

La respuesta pupilar mas frecuente- 
mente observada al estimular la corteza 
cerebral como ya se dijo, es la pupilodi- 
latacién; ésta ha sido observada por Wang 
y col.t Hodes y Magoun,’ Gastaut,° 
Kaada‘* y Sachs, Brendler y Fulton® al 
excitar las estructuras limbicas, la amig- 
dala del l6bulo temporal, la corteza frontal 
motora, etc. 

Por otra parte, de todas las regiones 
exploradas se ha comunicado que sola- 
mente la activacién de la region anterior 
del cingulo en una porcién limitada que se 
encuentra frente al genu del cuerpo 
calloso provoca pupiloconstriccién.’ No- 
sotros hemos encontrado algunas zonas 
que al ser estimuladas producen varia- 
ciones pupilares que previamente no 
habian sido sefialadas y que son el objeto 
principal de esta comunicacion. 

Metodos.— Nuestros experimentos se 
realizaron en gatos anestesiadoos con 
nembutal por via intravenosa a los que 
rutinariamente se les colocéd una canula 
traqueal con el objeto de dar respiraci6n 
en caso necessario. La estimulacién eléc- 
trica de la corteza cerebral se efectué por 
medio de un electrodo bipolar de plata- 
cloruro de plata, con una separacion entre 
sus dos polos de dos mm. aproximada 
mente. Para estimular regiones muy 
pequefias y de accesos dificil se emple6 
un electrodo bipolar concéntrico. Los elec- 
trodos fueron conectados a un estimulador 
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Grass S-4. Se utilizaron pulsos rectang- 
ulares con intensidad de 2 a 38 voltios, 
a una frecuencia de 50 a 60 por segundo 
y con una duracién de un milisegundo. 

La preparacién del cingulo derecho se 
realiz6 por medio de una craniectomia 
izquierda frontoparietal de dos centi- 
metros de ancho y cuatro de largo a 
unos dos milimetros afuera de la linea 
media para respetar el seno longitudinal. 
Se retrajo lo mas suavemente posible el 
hemisferio izquierdo, para dejar al 
descubierto la parte superior de la cir- 
cunvolucién del cingulo (regién limbica 
anterior). Con el objeto de descubrir la 
porcién subcallosa del cingulo se tuvo 
que realizar la succién de una porci6én del 
l6bulo frontal izquierdo que incluia la 
parte anterior de la_ circunvoluci6n 
marginal la _ circunvolucién sigmoidea 
posterior y anterior y parte de la circun- 
volucién proreus. Se cubrié la preparacion 
con vaselina liquida. La técnica empleada 
para estimular la corteza cerebral y la 
substancia perforada anterior fueron 
descritas en un trabajo previo.® Para el 
estudio de las variaciones pupilares se 
us6 la observacién, la fotografia y la 
cinematografia. 

Resultados.—Se exploraron cuidadosa- 
mente todas las areas del cerebro visceral 
y se confirmaron los resultados obtenidos 
por otros investigadores. 

Como fué descrito en una comunicacié6n 
anterior (Chavira y col.®), la estimulacién 
eléctrica de la parte posterior y externa 
de la substancia perforada anterior en 
su confluencia con la banda diagonal de 
Broca produce instaneamente una con- 
striccién de la pupila en ambos ojos, 
franca y rapida que se mantiene todo 
el tiempo que dura la aplicacién del es- 
timulo (Fig. 1). Cuando se aumenta la 
intensidad de éste se observan movimien- 
tos de los ojos del lado estimulado, 
nistagmus y movimientos de convergen- 
cia en ambos ojos. La pupiloconstriccién 
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Fig. 1.—Cara inferior de cerebro de gato. 1, sub- 
stancia perforada anterior; 2, lébulo piriforme. 


no requiere del quiasma y nervios opticos 
ya que se obtiene atin con estas estruc- 
turas seccionadas; por otra parte, con 
los parametros de estimulacion empleados 
para producir la pupiloconstricci6én, la 
estimulacién del quiasma y nervios 6pticos 
no produce modificaciones pupilares simi- 
lares a las descritas. El] efecto descrito 
depende de la integridad del nitcleo del 
tercer par o de sus conexiones con la 
corteza cerebral; ya que lesiones (seccién 
rostral del mesencéfalo) que interrumpan 
estas conexiones corticomesencefalicas im- 
piden la manifestacién del efecto. La 
pupiloconstriccién es independiente de 
las modificaciones de la presién arterial y 
de la respiracién. 

Hodes y Magoun’ sefalaron que en 
ciertos casos se obtiene una pupilocon- 
striccién por estimulo en una pequefia 
Area situada rostralmente al genu del 
cuerpo calloso en.la circunvolucién del 
cingulo, hallazgo confirmado por Kaada.' 
Sin embargo nostros no hemos podido 
provocar pupiloconstricci6én excitando esa 
region. 

Chavira y col. explorando toda la cir- 
cunvoluci6n del cingulo han encontrado 
una zona cuya excitacién produce una 
midriasis bilateral maxima, efecto que 
no habia sido descrito previamente (Fig. 
2). Esta d4rea esta colocada exactamente 
en la parte media e inferior del cingulo 
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precisamente en su limite con la convexi- 
dad del cuerpo calloso. La midriasis 
obtenida es bilateral, franca y rdapida. 
Se presenta con una latencia de uno a 
cuatro segundos; aumenta progresiva- 
mente hasta volverse casi total y persiste 
el tiempo que dura la excitacién; el re- 
greso a lo normal es progresivo. Ward, 
citado por Gastaut,*® obtuvo una dilata- 
cién pupilar bilateral cuando se estimula 
una gran porcién del area 24 del mono, 
mas marcada cuando se estimula la por- 
cién superior del cingulo y acompafiada 
de una pérdida completa del tono mus- 
cular, con abolicién del reflejo corneal y 
de todos los reflejos, de variaciones res- 
piratorias, cordiovasculares y _piloerec- 
cidn. 

Explorando la circunvoluci6n orbitaria 
encontramos la dilatacién pupilar sefia- 
lada por Sachs y col.;° la estimulacién 
eléctrica de esta regidn produce movi- 
mientos oculares hacia el lado estimulado, 
lagrimeo, salivacién y respuestas respira- 
torias y cardiovasculares. Estos investi- 
gadores sefialan que la zona media y 
posterior de la orbitaria produce maximas 
midriasis. Nosotros hemos observado que 
existen también areas de dilatacién maxi- 
ma colocadas en el tercio inferior de la 
orbitaria en su limite con la cintilla ol- 
fatoria (Fig. 3). En algunas experiencias 
la dilatacién pupilar se acompano de 
una alza discreta de la presién arterial, 
hecho no siempre constante. Sachs y col.*® 
encontraron una midriasis considerable, 
mayor que la obtenida por estimulacié6n 
de la orbitaria, cuando el estimulo se 
aplicé en la substancia perforada anterior ; 
este hecho ha sido confirmado por noso- 
tros que ademas hemos observado que 
la midriasis se acompafia de movimientos 
nistagmicos del ojo y de retraccién de 
la membrana nictitante. Estas variaciones 
pupilares se acompafnan de modificaciones 
de la presioén arterial y de paro respira- 
torio. 
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Observamos también una _ dilatacién 
pupilar bilateral estimulando la regién 
cingular anterior (Fig. 2) hecho ya 
senalado por Smith, por Liebens y Wool- 
sey, por Ward (citados por Gastaut*) ; 
la pupila del lado no excitado es mayor 
que la del excitado; la midriasis persis- 
tente disminuye diez minutos después 
de la terminacion del estimulo. Se sefialé 
una midriasis mas 0 menos importante 
en un vasto territorio que responde al 
campo inhibitorio mediobasal de Kaada.' 

Hemos obtenido también una dilatacién 
pupilar bilateral y moderada cuando se 
estimula la regién anterior de la circun- 
volucién marginal, efecto que se presenta 
con diez segundos de latencia asociada 
a una contracci6n del orbicular del lado 
opuesto al estimulado (Fig. 3). En el 
area predptica el estimulo produce pu- 
pilodilataci6n moderada lo mismo que en 
la parte dorsal del hipocampo (Fig. 2) 
y el l6ébulo piriforme (Fig. 1; Chavira y 
col.). 

La excitacién del area frontal motora 
provoca midriasis ligera (Fig. 3). 


DISCUSION 


Un hecho es indiscutible en el mecanis- 
mo de la motricidad pupilar y es el de 
que la pupiloconstriccién es debida a la 
actividad del nucleo de Edinger Westphal. 
Las fibras pupiloconstrictoras tienen su- 
primera sinapsis en el ntcleo pretectal; 


Fig. 2.—Cara interna de un hemisferio cerebral 
de gato. 1, circunvolucié6n del cingulo; 2, circun- 
volucién del hipocampo. 
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Fig. 3.—Cara externa de un hemisferio cerebral 
de gato. 1, circunvolucién marginal; 2, circun- 
volucio6n orbitaria; 3, circunvolucion frontal. 


la mayoria cruzan la comisura posterior 
del nicleo del motor ocular comin del 
lado opuesto y otros pasan al nucleo del 
mismo lado. Del area cortical adyacente 
a la corteza visual las fibras constrictoras 
van al ntcleo pretectal (Hare, Magoun 
y Ranson, citados por Clark!®). Las vias 
periféricas del efecto pupilodilatador no 
son ain bien conocidas;? se supone que 
siguen la via parasimpatica del nervio 
motor ocular comtin bajo la forma evi- 
dente de una inhibicién del nitcleo del 
tercer par, porque la pupilodilatacion se 
obtuvo atin después de la ablacién del 
ganglio simpatico cervical superior. Otros 
investigadores tienen una opinién ecléc- 
tica segin la cual la pupilodilatacién de- 
penderia a la vez de una _ excitaci6n 
simpatica y de una inhibicién parasim- 
patica.® Las vias centrales de este efecto 
pasan probablemente por el hipotalamo 
lateral y por la serie de areas dience- 
falicas,!! en donde se ha encontrado una 
gran representacién de pupilodilatacion 
y por el fasciculo lateral y el longitudinal 
posterior llegan al nucleo cilioespinal. 
Las vias de la pupiloconstricci6n que 
hemos obtenido por estimulo de una area 
limitada de la perforada anterior seran 
conocidas cuando se logre lesionar esta 
region con sobrevivencia del animal. 
Deciamos® en un trabajo anterior que 
se puede emitir la hipdtesis de que la 
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substancia perforada anterior hace re- 
levos en las estructuras hipotalamicas 
anteriores. 

Recientemente Escobar'* elucubra que 
los estimulos aplicados en el area de pu- 
piloconstriccién de la perforada pueden 
viajar por los sistemas rinales segundo 
y tercero a través de sus interconexiones 
o bien directamente al hipotalamo por el 
complejo amigdaloideo, o también a tra- 
vés de conexiones intercorticales hasta 
la corteza entorrinal y de alli pasando 
por la stria medullaris al tegmentum del 
mesencéfalo. Estas conexiones podran 
comprobarse en futuras investigaciones. 


RESUMEN 


E] estimulo eléctrico en la parte externa 
y caudal de la substancia perforada an- 
terior produce una reaccién pupilocons- 
trictora bilateral. 

Se produce midriasis bilateral maxima, 
por estimulo de la parte media e inferior 
del cingulo, en su limite con la convexi- 
dad del cuerpo calloso y en el tercio in- 
ferior de la orbitaria en la vecindad de 
la cintilla olfatoria; midriasis no maxi- 
mas por estimulo eléctrico en la regi6én 
anterior de la marginal, en la sigmoidea 
anterior, en el area predptica, hipocampo 
dorsal y en el lébulo piriforme. 
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Some surgeons grew callous to the shrieks and prayers and cries for mercy 
which filled their operating rooms, proceeding with a cold disregard for suffering 
and occasionally with a wholly unnecessary brutality. Some surgeons suffered 
tortures because of the necessity to torture others, and there is little doubt that 
the dread of inflicting pain kept out of the profession a certain type of sensitive 
intellectual and attracted a number of those who were psychologically unsound. 
Abernethy, successor to John Hunter, was so distressed by the need to cause pain 
that he vomited whenever he left the amphitheatre. Cheselden could not sleep the 
night before he had to operate. Charles Darwin abandoned his intentions of becoming 
a doctor after watching the horrors of two operations, one of them on a child. 
“The two cases fairly haunted me,” he wrote, “for many a long year.” And 
Dupuytren, the cold-blooded, opened a door from all this tragedy on a glimpse 
of the ludicrous. When he was about to operate on a woman, he made a remark 
to her which was so deliberately insulting that she fainted, whereupon he pro- 
ceeded to operate—a solution to the problem of anesthesia which surely would 
not occur to any but a Frenchman. 

Long before the middle of the nineteenth century the situation had become 
intolerable for patients and doctors alike. Mortality following operations was, 
conservatively stated, in the neighborhood of two in three, a considerable pro- 
portion of the deaths being attributable more or less directly to the effects of pain. 
Of those who survived the ordeal in the operating room, many had permanently 
undermined constitutions and psychic scars which would never be eradicated. 
Although some surgeons still repeated the dogma that pain is the inescapable 
will of the Almighty, surgery could in fact make no further important advance 
until some solution could be found to the problem of pain. Surgery had come 
face to face with the second great barrier to progress. 
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ANGT schon bei den Infektions- 
il krankheiten—namentlich bei der 
Tbec—Entscheidendes von der rich- 
tigen Dosierung ab, wieviel mehr erst bei 
der Anwendung der Cytostatica, Unter 
Cytostatica verstehen wir heute allgemein 
Substanzen, die das Wachstum maligner 
Tumorzellen hemmen. Wir kennen heute 
2 Gruppen von cytostatischen Substanzen. 
Erstens die sogenannten Anti-Metaboliten. 
Ihre Wirkung beruht darauf, dass Tumor- 
zellen dieselben—wie Bakterien Sulfona- 
mide anstelle eines lebensnotwendigen 
Stoffes—einbauen, da Tumorzellen ihrer- 
seits einen grésseren Bedarf an Baustei- 
nen der Nukleinséuren notwendig haben 
und auch falsche, den physiologischen nur 
ahnliche, einbauen. Durch den Einbau 
solcher falschen Bausteine, z.B. 


6-Mercaptopurin 


oder “Bayer DG 428”’—ein Thyminde- 
rivat— 
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The author discusses a number 
of cytostatic drugs and their use in 
attempted arrest of the growth of 
malignant neoplasms. Although it is 
still necessary to operate for carci- 
noma when chemotherapy alone is 
ineffective, the potentialities of the 
latter form of treatment must not be 
disregarded, as is clearly demon- 
strated by its recent spectacular re- 
sults in the treatment of such condi- 
tions as thrombophlebitis, cerebral 
abscess and tuberculosis. Until the 
ideal method of carcinoma therapy 
is discovered, the degree of success 
depends upon judicious appraisal of 
the numerous measures available 
and, in the case of chemotherapy, 
careful selection of the drug to be 
employed. 











wird das Wachstum der Tumorzellen ge- 
hemmt, und zwar nicht nur im Experi- 
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ment, sondern auch beim Menschen. Z.B. 
hilft “Bayer DG 428” nach K. Boshamer 
sowie den Erfahrungen der Kieler Univ.- 
Klinik, der Urolog. Klinik von Prof. H6l- 
zel, ferner nach Prof. Ravina, Paris, u.a. 
bei Blasenpapillomen und manchmal sogar 
bei schon fortgeschrittenen Blasencarcino- 
men, des weiteren nach bisherigen Einzel- 
beobachtungen auch bei Darm-Tumoren. 
Diese Substanz ist harmlos und verursacht 
keine Nebenwirkungen bei einer schon 
Tumor-wirksamen Dosis von tigl. 3 x 20 
mg; aber auch 100-120 mg/kg kénnen zeit- 
weilig verabreicht werden. 
Unvergleichlich wirksamer als diese bei 
richtiger Dosierung voéllig harmlosen Sub- 
stanzen—ohne Nebenwirkungen auf das 
weisse und rote Blutbild—sind die soge- 
nannten alkylierenden Substanzen: 
a) Lostderivate wie Sinalost 
Mitomen 
Endoxan 
u.a. 
b) Aethylenimine, besonders die von 
Petersen u. Gauss sythetisierten Aethyl- 
eniminobenzochinone wie “Bayer E 39” 


O 
CH, 
-N< | 
CH, 
H.C | | CH, 
H _— oa. 
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Diese stark wirksamen Substanzen ver- 
langen eine sorgfaltigste Dosierung, die 
individuell auch etwas variiert. Sie er- 
fordern eine sorgfiltige Kontrolle des 
weissen Blutbildes, das bei etwa 4,000 
Leukozyten gehalten werden soll. Die 
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Wirkung des “Trenimon” auf menschliche 
Tumorzellen ist so gross, dass z.B. Hela- 
Zellen-in Gewebskultur geziichtete Zellen 
eines menschlichen Portio-Carcinoms auch 
durch eine Verdiinnung 1:1 Milliarde zer- 
stort werden. 

Es ist also durchaus vorstellbar, dass 
selbst ein grosser Tumor schon bei nur 
stundenweiser Einwirkung so hoher Ver- 
diinnungen vollig zugrunde geht, wie es 
bei lokaler Anwendung auch beim Men- 
schen von H. Knaus, Wien, beschrieben 
worden ist (Krebsarzt 1961, Heft 10, S. 
414). Ob bei i.v. oder oraler Verabrei- 
chung allerdings in allen Tumorzellen 
diese Konzentrationen erzielt werden kén- 
nen, ist fraglich. Aber auch bei i.v. und 
oraler Behandlung hat H.-J. Wolf, Biele- 
feld, mit kleinen Dosen von 1-2 x 1 mg 
wochentlich schon bemerkenswerte Er- 
gebnisse bei langfristiger Behandlung 
ohne Blutbildschadigungen berichtet. Bei 
lokaler Umspritzung hingegen und Infil- 
trierung eines Tumors kénnen wir diesen 
Effect, wie A. Pillat an malignen Lid- und 
Konjunktival-Tumoren gezeigt hat, fraglos 
auch schon mit “Bayer E 39” erreichen.* 
Wozu aber eine neue Lokalbehandlungs- 
methode—ausser Operation und Bestrah- 
lung? Bei den Lid-Tumoren hat nach A. 
Pillat die Injektionsbehandlung mit Bayer 
E 39 bessere kosmetische Ergebnisse ge- 
zeigt als durch Operation, besonders bei 
den Lidwinkel-Tumoren. Bei operablen 
und inoperablen Portio-Carcinomen fand 
H. Knaus, von Bleier nach der Umsprit- 
zung und Infiltration—entsprechend der 
Methode von A. Pillat—nach “Trenimon” 
—TInjektion spater keine Tumorzellen 
mehr. Auch andere Tumoren, die dusser- 
lich zuganglich sind, lassen sich fraglos 
mit entsprechenden, lokalen Umspritzun- 
gen und Infiltrierungen behandeln. Die 
Umspritzung vor der Infiltrierung des 
zentralen Tumors scheint wichtig, um eine 
Ausschwemmung von Tumorzellen zu ver- 





*A. Pillat: Vortrag der 10. wereslunpafbl. Arbetagung. 
Nurnberg, Verlag Enke Stuttgart. 
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ntiten. Vorteil dieser Methoden scheint 
zu sein, dass bei Infiltration auch Tumor- 
zellen in der weiteren Umgebung zugrunde 
gehen, worauf A. Pillat immer wieder mit 
besonderem Nachdruck hingewiesen hat; 
denn es geht mehr Gewebe zugrunde, als 
sicher als Tumor makroskopisch zu erken- 
nen ist. Die Erfolge von A. Pillat an bés- 
artigen Tumoren des Augenlides und der 
Konjunktiva sind ja inzwischen von den 
Universitats-Kliniken Erlangen, Hamburg 
und anderen bestatigt worden. 

Macht man hingegen nach einer Opera- 
tion—ohne cytostatische Vorbehandlung— 
einen Abstrich aus dem Wundbett, werden 
hiufig noch Tumorzellen nachgewiesen. 
Jeder Operateur kann sich leicht selbst 
davon tiberzeugen. Prof. Dr. Herrmann, 
Direktor der Univ.-Hals-Nasen-Ohren- 
Klinik in Miinchen, hat das in objektiver 
Weise getan—und sich iiberzeugt. Ausser- 
dem aber hat er in Zusammenarbeit mit 
Dr. F. Graeber, der die Methoden des 
Nachweises von Tumorzellen im Blut ver- 
bessert hat, auch schon Tumorzellen im 
Blut nachgewiesen, selbst bei kleinsten 
bésartigen Tumoren des Hals-Nasen-Ra- 
chenraumes. Aber nicht nur das; bei jeder 
Operation werden Tumorzellen infolge 
Quetschung und Verlagerung des Tumors 
auch noch vermehrt ins Blut und in die 
Lymphbahnen eingepresst und wird so die 
Metastasenbildung geférdert. Die Unter- 
suchungen von T. R. Asworth, F. W. Zahn, 
Aschoff und Papanicolaou wiesen zuerst 
auf diese Tatsache hin; neuere Untersu- 
cher stellten fest, dass mindestens bei 50% 
aller Tumoren Tumorzellen im Blut nach- 
weisbar sind. Was aber wollen wir dann 
noch von alleinigen Lokalbehandlungs- 
methoden erwarten, wenn Tumorzellen 
selbst bei kleinsten, kaum diagnostizier- 
baren Tumoren schon im Blut sind? Die 
myeloische und lymphatische Leukaémie 
scheinen nur Sonderfialle mit besonders 
vielen Tumorzellen im Blut zu sein— 
grundsatzlich scheinen Tumorzellen jedoch 
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zeitweilig bei jedem Tumorpatienten im 
Blut aufzutreten—und miissten zerstért 
werden. So bietet sich die Leukamie als 
hervorragender Test an, ob es iiberhaupt 
Cytostatica gibt, die Tumorzellen im Blut 
zerstoren. Fiir den Patienten ist das Wich- 
tigste allerdings nicht nur die Zerstérung 
der Tumorzellen im Blut, sondern vor al- 
lem ein lingeres Leben unter ertriglichen 
Bedingungen. Beides soll nach den bisheri- 
gen Erfahrungen mit “Trenimon” zum 
ersten Male gelingen, und zwar nach den 
grossen Erfahrungen von A. Linke mit 
kleinsten Dosen von 0.5-1 mg. tagl. oder 
gar nur 1-2 x 1 mg. wéchentlich. Die Ar- 
beiten von Linke, Meythaler und anderen 
sind in dem von Meythaler herausgegebe- 
nen Buch “Chemotherapeutische Probleme 
maligner Tumoren” im Ferdinand Enke- 
Verlag, Stuttgart, verdffentlicht. Es muss 
die verschiedene Dosierung bei verschie- 
denen Tumoren beriicksichtigt werden. K. 
Boshamer gelang es, durch Verabreichung 
von 2 x 10 mg “Bayer E 39” tagl. in Cog- 
nac bei inoperablen Magen-Ca-Patienten 
die Lebenszeit nach Stellung der Diagnose 
zu verlingern, woriiber Herr Professor 
Boshamer selbst berichten wird. Eine 
bemerkenswerte Lebensverlaingerung 
konnte Professor Stoetter, Augsburg, 
durch alleinige Behandlung mit “Bayer 
E 39 solubile” und “Bayer DG 428” er- 
reichen. Adelberger erreicht durch Ver- 
abreichung von “Bayer E 39” resp. “Tre- 
nimon” an Patienten, die bei der 
Probethorakotomie ein inoperables Lun- 
gen-Carcinom hatten, dass nach einem 
Jahr noch doppelt so viele Patienten lebten 
als ohne cytostatische Behandlung. Das ist 
sicher noch nicht die optimale Behandlung. 
Wenn dieses Ergebnis aber schon bei 
einem ersten Anlauf zu erzielen ist, ist das 
sehr bemerkenswert. 

Miissen wir nicht iiberhaupt unsere An- 
schauungen iiber Krebs und andere bdés- 
artige Tumoren dndern? Wenn es sich 
bestatigt, dass Tumorzellen auch bei klein- 
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sten Tumoren oft schon im Blut sind, kann 
die lokale Zerstérung des Tumors durch 
Strahlen oder operative Entfernung des 
Primartumors allein doch keine Heilung 
mehr bringen—nicht allein! Dann miissen 
wir dem K6rper Substanzen zufiihren, die 
die Teilungen der Tumorzellen, die schon 
im ganzen K6rper verstreut sind, verhin- 
dern, zumindest so bremsen, dass sie sich 
nicht mehr rascher teilen, als Tumorzellen 
zugrunde gehen; erst dann wird ein phy- 
siologisches Gleichgewicht erreicht. Es 
scheint méglich zu sein bei manchen Pa- 
tienten, z.B. durch Gaben von 2 x 5 mg 
“Bayer E 39” per os.—Wolf, Kretz u.a. 
berichteten von Patienten, die sie durch 
kleine Cytostatica-Gaben noch bemerkens- 
wert lange am Leben erhalten konnten. 
Primarius Dr. Johannes Kretz, Wien, 
teilte folgenden Bericht iiber einen Pa- 
tienten mit inoperablen Lungen-Carcino- 
men mit: 2 x 5 mg “Bayer E 39” per os 
ermoéglichten es dem Patienten, noch 2 
Jahre an hervorragendster Stelle in seinem 
Orchester mitzuwirken. Uber die Wir- 
kungsweise von “Trenimon” auf Tumor- 
zellen und den Stoffwechsel der Tumor- 
zellen haben R. Bierling (Therap. 
Berichte 1960, Heft 5) und J. Piitter 
(Zeitschrift fiir Krebsforschung, 1961) 
berichtet. 

Wir miissen—glaube ich—diesen neuen 
Weg gehen, wenn wir bei der so hoffnungs- 
losen Therapie der malignen Tumoren mit 
bestenfalls 20-30% Erfolgen endlich auch 
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zu einer mehr kausalen Behandlung kom- 
men wollen. Friiher haben wir Lippenfu- 
runkel inzidiert und bekamen eine Throm- 
bophlebitis und Hirnabszesse; friiher 
wurde eingreifende Operationen in tuber- 
kulés infizierten Geweben und Organen 
durchgefiihrt. Heute wird nur noch ope- 
riert, wenn die Chemotherapie alleine 
nicht ausreicht. Sollte dies’ nicht auch 
der logisch anzustrebende Weg bei der 
Tumorbehandlung sein? Noch wissen wir 
nicht, ob wir die optimal wirksamen Cy- 
tostatica schon in der Hand haben und ob 
wir nicht nur noch lernen miissen, sie 
richtig zu handhaben, z.B. wielange wir 
sie zweckmassig vor Operationen anwen- 
den miissen, wie lange nachher, ob besser 
lokal oder parenteral oder per os. Bisher 
haben die lokalen Behandlungsmethoden 
die eindeutigsten Erfolge gezeigt. Auch 
hier sind noch viele Variationen in der 
Behandlung denkbar, bis die optimale An- 
wendungsmethode gefunden ist. Wir wer- 
den abwarten miissen 

1.) welche der Behandlungsmethoden 
bei Tumoren die besten sein werden, 

2.) welche Substanzen die wirksamsten 
sind. 

Wir miissen ganz neutral, ganz unvor- 
eingenommen und ganz sachlich nur das 
Interesse des Patienten wahrnehmen auch 
an die Wertung dieser neuen therapeu- 
tischen Moglichkeiten herangehen. Jeder 
Arzt kann dazu seinen Beitrag leisten. 


One of the persistent delusions of mankind is that some sections of the human 
race are morally better or worse than others. This belief has many different forms, 


none of which has any rational basis. 


—Russell 
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A National Emergency: Ways of Meeting 
the Physician Shortage“ 


I. The Nature of the Problem 


RALPH R. COFFEY, F.A.C.S., F.I.C.S., D.A.B. 


KANSAS CITY, MISSOURI 


EK HAVE met here today to dis- 

WV cuss the shortage of physicians in 

the United States, both that which 
exists today and the even more marked 
shortage possible in the future if steps are 
not taken to remedy the present system of 
medical education. 

None of us is here simply to explore 
the defects and offer carping criticism. 
Rather, we hope to determine, with the 
help of our distinguished panel members, 
the possible solutions to the problem. 

We expect to initiate some constructive 
suggestions that may help our educators, 
in the words of MacCahal of the American 
Academy of General Practice, “to see the 
forest in spite of the trees.” 

The practice of medicine has changed 
over the years, not so much from internal 
as from external pressures. The profes- 
sion has lost some of its prestige with the 
public owing to the many attacks that 
have been made upon its integrity, both 
individually and collectively. Medical serv- 
ices to the public have been belittled, and 
the profession’s resistance to persistent 
political attacks upon the present struc- 


*Symposium presented at the Twenty-Sixth Annual Con- 
gress of the North American Federation, International 
College of Surgeons, Chicago, May 14-18, 1961. 
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ture of medical care has been labeled by 
politicians ‘“self-seeking.” 

The profession has fallen also from its 
favored position among our youth because 
of the persistent threat of nationalization 
placed upon it by those who act with sel- 
fish political motives. Our own restrictions 
and specialty accreditations have made 
medical education so prolonged, complex 
and expensive that it no longer attracts a 
large number of young persons to its 
ranks. 

It is absurd to talk of building more 
medical schools when at present there are 
665 vacancies in budgeted professional 
positions in the schools we have already. 

The real problem is that of recruitment 
of students to medical schools and more 
efficient utilization of current facilities 
and medical teachers, both full and part 
time. 

At present, in our medical schools, there 
are 54,270 full-time and part-time teach- 
ers, and 30,203 students are enrolled. In 
dental schools there are 4,500 teachers and 
14,800 students. Why should there be 
such a disproportion—nearly 2 teachers to 
1 student—in medical education? Other 
participants may have more to say on this 
point. 
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As is well known, many members of the 
College have been deeply concerned about 
the present educational system in medi- 
cine. Thus far it has failed, through the 
methods currently in use, to produce an 
adequate number of men and women to 
fulfil our obligations to the public for full 
medical care. The ratio of medically 
trained personnel to the lay population is 
shrinking. 

There are approximately 250,000 physi- 
cians and osteopaths in the United States. 
This includes physicians who are retired 
or engaged in pursuits not directly related 
to the day-by-day care of the ill. 

The frequently cited ratio of 140 physi- 
cians per 100,000 of population is not 
factual as related to the care of the ill. 
Actually, in 1959, it was closer to 91 prac- 
ticing physicians per 100,000 of popula- 
tion. This was a decrease from the ratio 
similarly arrived at in 1940—108 practic- 
ing physicians per 100,000 of population. 

It is true that research and new methods 
have allowed practicing physicians to ab- 
sorb and carry the increased load, but 
there is a limit, and we are rapidly ap- 
proaching it. 

If one accepts the more optimistic figure 
of 140 physicians per 100,000 of popula- 
tion as today’s proportion and projects it 
into the future, with our present graduat- 
ing classes of 7,800 from medical schools 
in the United States and with the expected 
increase in population, we shall have a 
ratio in 1975 of 133 physicians per 100,000 
of population. The shift since 1931 is 
interesting. 

The following statistics are quoted from 
the Report of the Surgeon General Con- 
sultant Group, published in October of 
1959. 

Even more disturbing to those studying 
the problem of assuring the public of ade- 
quate or improved medical care in the 
future is the failure to recruit adequate 
numbers of students for enrollment in 
medical school. This concern also applies 
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Proportion of Physicians to the Total Population 
of 100,000 











1931 1959 
Total physicians : 126 133 
Private practice 108.2 90.7 
General practice & part specialty 90.3 46.3 
Full specialty 17.9 44.4 
Not in private practice 13.0 36.8 
Hospital services 7.8 22.4 
Teaching & research 2.3 4.5 
Federal government 2.9 9.9 
Retired 4.8 5.8 





to the paramedical fields of nursing and 
medical technology. 

In this year, 1961, the ratio of appli- 
cants for medical school for places avail- 
able has shrunk to 1.1 applicants for one 
place. This figure shows that the medical 
schools have a decreasing selectivity. 

The ratio of A students among the ap- 
plicants has shrunk. The predominant 
grade classification of applicants is now 
B with a liberal sprinkling of C’s. 

This is not really catastrophic in itself, 
for many B and C students will, in medical 
school, find themselves and become good 
practical physicians. They will do the job 
for which medical schools admit them, i.e., 
learn how to give good, conscientious, basic 
medical care to sick people. They may not 
develop into distinguished scientists and 
teachers, but they can, if they have the 
desire to serve, give fine medical care. 

A study group has outlined the causes 
for the failure in recruitment as follows: 

1. The long period of time required for 
medical education is discouraging. 

2. The cost of this education, figured in 
actual outlay and in loss of possible in- 
come during the prolonged educational 
period, is extremely high. 

3. The continued threat of nationaliza- 
tion or socialization of medicine is a 
factor. 

4. The emphasis on specialization and 
the lack of opportunity to advance from 
general practice to specialty training once 
a person enters practice has had an effect. 
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5. There is a national hysteria concern- 
ing security, more pay, shorter hours, a 
five-day week, an eight-hour day, vaca- 
tions with pay, retirement pay, and other 
fringe benefits offered by industry. 

6. The irritation often expressed by the 
doctors themselves because of increasing 
regulations in regard to medical practice, 
hospital appointments, privileges and ac- 
creditation demands which would natur- 
ally discourage a newcomer. 

7. The continued downgrading of the 
profession in the eyes of the public by 
news reports and government agency at- 
tacks by innuendo has taken its toll. 

8. There is other unfavorable publicity 
in regard to health services, such as the 
attacks on the credibility and honesty of 
the pharmaceutical houses and the hospi- 
tal charges, which have skyrocketed since 
1950 owing to administrative expansion 
and necessary wage increases to maintain 
services in this field. There is a continued 
inference that all objections to govern- 
ment-controlled medicine by the American 
Medical Association and by doctors are 
evidence of self-seeking, inspired only 
by the profit motive. 

There are solutions to these problems, 
and the panel will deal with the various 
factors frankly and offer suggestions that 
should lead to a constructive program. 
Public attention should be called to the 
fact that the medical profession wants and 
urges such changes as will give the public 
better medical care in the years to come. 

Immediate measures are needed to at- 
tract students in greatly augmented num- 
bers. 

The students and the public must be 
assured that the competitive effort which 
accompanies an increase in the number of 
young doctors will be welcomed, that the 
members of the medical profession will be 
happy to aid in their training, and that 
the doctors will help the medical schools 
now operating to improve their methods 
and accelerate their progress in education. 
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In my opinion, the nurses at large and 
the medical technologists will share the 
desire for a more highly competitive era. 
With greater numbers of skilled people in 
these fields, we can offer better care to the 
ill. 

For three years the Regents of the In- 
ternational College of Surgeons have con- 
sidered whether it is desirable that this 
organization, as a group of public-spirited 
surgeons, should speak out concerning the 
numerical deficiency of trained medical 
personnel. Many physicians have felt that 
if they remain mute until an actual emer- 
gency is at hand, the public can justly 
blame them for not having given sufficient 
warning. Certainly doctors are in the best 
position to be informed of the dangers con- 
fronting the care of the people’s health. 

Two years ago Dr. Edward Compere, 
as president of the United States Section 
of the International College of Surgeons, 
appointed a committee to study the situa- 
tion and report their observations to the 
Regents. This committee has continued 
its work under the supervision of the cur- 
rent president, Dr. Gershom Thompson. 
The Regents have discussed the matter 
from many angles at both regional and 
national meetings, and the panel discus- 
sion today is the result of their decision, 
which is supported by the action of the 
Executive Council, to give publicity to the 
problem. This is the action of a deeply con- 
cerned medical group, who intend not to 
be contentious or critical but to place any 
information they possess before the gen- 
eral public, which certainly has a right to 
full knowledge of the emergency. 

The possible solutions open to us are as 
follows: 

1. The outlay of time and money neces- 
sary to obtain a medical education should 
be reduced. Loans and endowments, not 
Government subsidies, should be made 
available. 

2. Medical education should be accele- 
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rated by running all the schools twelve 
months a year. The medical curricula 
should be revised, with more emphasis 
placed on the basic sciences and clinical 
work, and research should be introduced 
at the postgraduate level. 


3. The educational period should be 
shortened to three years of medical school 
and one year of internship, and/or the 
premedical educational period should be 
shortened by allotting some of the basic 
science subjects to premedical training. 

4. Postgraduate procedures should be 
reviewed and revised so that a physician 
who has been in private practice as a gen- 
eral practitioner for several years may 
have an equal opportunity (as a man in 
business and industry has) to improve 
upon his talents and specialize if he so 
desires. 

5. The attacks on the honesty and abil- 
ities of the medical profession as a whole 
should be reviewed and acted upon, with 
recognition of the fact that some members 
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of the profession, like some men and 
women in any walk of life, may need 
special surveillance. 

6. The right of physicians to speak with 
dignity about national health measures 
and their equal right to be heard with 
respect should be declared, for about those 
subjects they should have and do have 
special training and knowledge. 

7. Physicians should not stand mute any 
longer, and thus appear to agree tacitly 
that what is happening as a result of cur- 
rent ideas of medical education and medi- 
cal care is proper. 

8. It would possibly stimulate interest 
in the medical and nursing professions if 
more health fairs, such as those presented 
in New York, Dallas and Kansas City, 
were organized and presented in various 
parts of the country. Young people may 
respond to proper and honest dramatiza- 
tion of the part played by doctors, nurses 
and medical technologists in the daily life 
of the people. 


II. The Profession and Its Critics 


PHIL COGLEY, M.D., F.A.C.S., F.1.C.S.* 
COUNCIL BLUFFS, IOWA 


HEN this title was first suggested 

to me, several questions immedi- 

ately arose in my mind: Is this.an 
emergency? Is it alarming? Is it relative, 
or does a shortage actually exist? I am 
sure that, after you have given thought 
to some of the figures I shall present, you 
will fully agree that this emergency is not 
relative, as has been suggested by some, 
nor is it due to an “explosive” population 
or the utilization of a greater number of 
physicians by the armed forces, industry, 
corporations or insurance companies. 





*Clinical Professor of Surgery, John A. Creighton School 
of Medicine, Omaha; Director, Cogley Clinic, Council Bluffs. 
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Please bear in mind that the population 
of the United States increased from 149,- 
000,000 in 1949 to 179,000,000 in 1959- 
1960. It is sad to relate that, during this 
same period, the number of qualified ap- 
plicants for medical schools decreased from 
25,000 in 1949 to 15,000 in 1959-1960—an 
actual decrease of 37 per cent. This de- 
crease has continued, so that we find the 
ratio of applicants to medical schools for 
September 1961 to be 1.8 to 1—an all-time 
low. This is more discouraging, as there 
are certain factors that might be expected 
to increase the number of potential ap- 
plicants (college graduates) and expansion 
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of the medical schools (20 per cent more 
first-year places). With these facts in 
mind, it can be stated unequivocally that 
we face an actual, serious and alarming 
emergency, the causes of which are not 
quite clear. 

I should like to divide my observations 
on this subject into two categories—(1) 
the causes and (2) the cures. The title of 
this paper suggests that a theory for a 
cure is to be advanced. To me this is im- 
possible without first analyzing the causes. 

1. The cost of medical education, espe- 
cially as compared with that of other sci- 
entific disciplines, is discouraging to the 
student. I put this in first place, not be- 
cause I feel that it is of paramount sig- 
nificance, but certainly when this subject 
is discussed with lay people it is likely to 
be considered the all-important factor. Ac- 
tually, in my own relatively extensive sur- 
vey, I should estimate it, as a causal factor, 
at about 35 per cent. 

Not everyone is entirely familiar with 
the enormous cost of medical education as 
compared with, for example, engineering, 
an increasingly growing field. Tuition for 
the private schools with which I am famil- 
iar (and 50 per cent of our medical schools 
are private) ranges from $1,100 to $1,500. 
Most of these schools are having financial 
difficulties, and further increases are in- 
evitable. Tuition for state schools is less. 
Resident students pay, on the average, 
$500, and nonresidents about $800. There 
are few scholarships available in medicine 
and the humanities. This is not the case 
in most of the sciences. 

Two of my medical students worked out 
an interesting comparison between two 
boys who, having just finished high school, 
embarked on their careers, one in medi- 
cine, the other in engineering. They at- 
tended private institutions in the same 
area. The boy in medicine spent four years 
in college, four years in medical school, one 
year as an intern and four years as a 
specialty resident. The boy in engineer- 





EDITORIALS 


ing finished his four-year course and ac- 
cepted a position in industry at a salary 
cf $6,500 per annum with annual in- 
creases. The differential—by the time our 
medical specialist started to produce—was 
determined by one student to be $69,000, 
and the other student arrived at a figure 
of $74,000. 

There are several pertinent factors that 
should be mentioned at this point. Most 
deans, with good cause, have forbidden or 
strongly discouraged their medical stu- 
dents from engaging in outside employ- 
ment during their medical course. Also, 
it may be noted that two of the student’s 
three summer vacations are utilized in 
hospital clerkships or dispensary assign- 
ments. There is also some importance in 
the fact that 67 per cent of the physicians 
are specialists. Two other important fac- 
tors are that 71 per cent of our medical 
students are married, and that 82 per cent 
of the cost of a medical education is pro- 
vided by the student and/or his family. 

2. The time spent in getting a medical 
education is too long. Upon interviewing 
several boys who are still in medical school 
and several who switched during their 
premedical years, I discovered that the 
time spent was a factor. Their reason- 
ing was that there was too much delay 
in being able to marry and have a family 
and a still further delay in obtaining 
economic security. 

3. Many students are discouraged by 
fear of socialized medicine. I was quite 
surprised to discover during my interview 
with boys who had seriously considered 
medicine and then decided against it, that 
this fear had influenced a considerable 
number of them. I was further surprised, 
in speaking to doctors with sons consider- 
ing the medical profession, to find that 
they had not only called their own sons’ 
attention to this threat but had spoken of 
it to other boys who had sought their ad- 
vice. One doctor’s son remarked to me, 


“Dad has already given up on the fight 
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against socialized medicine. He is ready 
to accept it. I feel I want no part of it.” 

4. The physician has lost and is losing 
prestige. I am fully aware that here I am 
treading on dangerous ground. Please bear 
in mind that my statements are not an at- 
tempt to “pass judgment.” I am reporting 
the results of a personal survey of medical 
students, interns, residents, physicians in 
practice, scientists in other fields and a 
very few lay people. These interviews 
were exhaustive and consumed many 
months. 

Whether we like it or not, and whether 
we like to hear it or not, we must face the 
fact that there has been a down-grading 
of the practice of medicine by the public, 
the press, science teachers in high schools 
and colleges, student counselors and even 
physicians themselves. This, of course, 
has a tendency to destroy motivation in 
interested students. I am informed by 
reliable authorities that this situation is 
much worse in those countries which have 
socialized medicine. This, of course, is 
cold comfort. 

Formerly, the public revered, even 
idolized, the physician, and the press 
eulogized him. Perhaps now both are 
aware that the practicing physician has 
not been the one to discover the causes of 
disease and produce the efficacious agents 
to combat them. He is often—though er- 
roneously, I am sure—described as if he 
were a technical agent for a pharmaceuti- 
cal house. 

Many young men capable of dedication 
to an ideal, who have a definite interest in 
medicine, upon entering college or even 
during the last years in high school, may 
receive no further encouragement or may 
actually be discouraged from further con- 
sideration of medicine by an uninformed, 
indifferent or even hostile student coun- 
selor. Rightly or wrongly, medical men 
are accused of “looking down” on their 
scientific colleagues and holding them- 
selves above Ph.D.’s, who “could not 
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make” a medical school, and of setting up 
tight unions, such as the A.M.A. and the 
specialty boards, against them. 

Have physicians themselves been in part 
responsible for this alleged loss of pres- 
tige? Whatever the reason, the physician 
has lost, in recent years, some of his social 
status and former prestige. I am sure 
that the words of Robert Louis Stevenson, 
though true when written, may not be 
true today, “There are men and classes of 
men that stand above the common herd— 
the physician almost as a rule.” These fac- 
tors, I am told by physicians who are 
fathers and by other parents, have influ- 
enced them to discourage their progeny 
from pursuing medicine as a career. 

Two older physicians, with whom I dis- 
cussed this subject recently, were both of 
the opinion that this situation began dur- 
ing the early part of World War I, when 
there was an acute shortage of doctors 
and those who were available were over- 
worked, fatigued and quick-tempered. 
They were accused of many faults, but 
were especially castigated for their re- 
fusal to make house calls when, as a mat- 
ter of fact, they were unable to tear them- 
selves away from the hundreds of patients 
who swarmed into offices, emergency 
rooms and outpatient departments of the 
hospitals. A few of these were, perhaps, 
not seriously ill, but I am told that many 
of them were. 

Again, rightly or wrongly, physicians 
are accused of having an apparent dis- 
regard for science in medicine. An alleged 
vulgar display of wealth is also a cause of 
resentment. As a corollary of this, the 
high cost of medical care is, in its entirety, 
blamed upon the. physician, without 
thought of the enormous increases in hos- 
pital and drug costs. Physicians are also 
charged with being too independent, keep- 
ing patients waiting needlessly and mak- 
ing no attempt to establish good public 
relations. All of these accusations—cor- 
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vect or not—surely call for an individual 
examination of conscience. 

5. There are greater economic advan- 
tages to be gained in other fields of endea- 
vor. I have discussed this at great length 
with students, both premedical and medi- 
cal, and with interns and residents. They 
have spoken of the advantages associated 
with employment in the sciences and in- 
dustry. Many of their arguments concern 
points already discussed: lower educa- 
tional cost, fewer obligations, less in- 
debtedness and less time consumed. They 
call attention to other quite obvious ad- 
vantages, such as a forty-hour work week, 
paid vacations and sick leave, social secur- 
ity and pension and insurance plans. Also 
the private teaching of medicine is not as 
lucrative as it was in former years. Teach- 
ing fellowships and scholarships in the 
physical and biologic sciences are avail- 
able in amounts ranging from $1,800 to 
$3,600. 

These are some of the causes. Is there 
a cure? Although I have had considerable 
opportunity to study and survey the 
causes, I have had less opportunity to 
evaluate proposals for a cure that have 
been advanced and advocated. As in so 
many other situations in life, it is very 
easy for the partially informed person to 
suggest a panacea that will not work in 
practice or will, at least, have many dis- 
advantages and even dire consequences. 

The cure, of course, was the subject pro- 
posed for this discussion. I repeat, how- 
ever, that without a full appreciation of 
at least some of the more commonly ad- 
vanced reasons for the shortage, any at- 
tempt to apply therapy would be fruitless. 
I shall attempt very briefly to enumerate 
some of the recommendations that have 
been made by various groups for the cor- 
rection of the problem. I do not consider 
myself completely competent to pass on 
the individual merits of these suggestions. 

1. It should be the responsibility of 
each and every physician to perpetuate his 
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medical heritage by assuring himself that 
there are available an adequate number of 
excellent candidates for entrance into med- 
ical schools. If each physican in the 
United States, once every four years, were 
able to influence one outstanding young 
man to become interested in medicine, our 
problem would be greatly lessened. 

2. The establishment of better public 
relations at all levels—individual, county, 
state and national—is of great importance. 
This would give the physician an oppor- 
tunity to regain some of his lost prestige. 

3. Recruitment at all these levels, with 
the utilization of all media of communica- 
tion, such as the public forum, television 
and radio, is also important. 

4. It is imperative that there be a cor- 
rection of the misunderstanding existing 
between medical men and their colleagues 
in the sciences at both high school and col- 
lege levels, with the end in view of estab- 
lishing better relations between them. This 
should be followed by diplomatic and polite 
indoctrination of our fellow-scientists with 
the truth about the more worthwhile at- 
tributes of medical practice. 

5. The setting up of more premedical 
committees (many are in operation now) 
by individual medical schools or by the 
American Association ef Medical Colleges 
would be invaluable. Their purpose would 
be to meet with interested students and in- 
form them of the pertinent facts regard- 
ing (a) life in a medical school; (b) pos- 
sibilities for graduate education and 
research; (c) total cost; (d) living facili- 
ties; (e) the problem of marriage; (f) 
internships and residencies; (g) outside 
remunerative occupations and their advis- 
ability, and (h) spiritual and material 
gains. 

6. Shortening of the curriculum, which 
should not be confused with the accele- 
rated program, could be considered. I 
have been informed by authoritative 
sources that this is already being tried in 
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four or more schools; I am of the opinion 
that insufficient time has elapsed to form 
any opinion of the results. Incidentally, 
when I discussed this with nine seniors to 
be graduated in 1961 (and these were all 
boys who, with blood, sweat and tears and 
with little or no outside help had put them- 
selves through medical school), seven of 
them stated that they were not in favor of 
any shortening of the course. They felt 
that they had needed the time for “grow- 
ing up.” Three told me that it was not 
until their junior year in medicine that 
they realized “what it was all about.” 

7. Every method should be used to les- 
sen the financial burden. The possibilities 
are as follows: 

a. Loans by individuals are possible. 
Many physicians and others have, through 
the years, made loans to young men in 
whom they were interested. Loans from 
state medical societies, industry, founda- 
tions and the Government are available. 
Many fine boys may oppose this, being re- 
luctant to take on the additional respon- 
sibility of a debt that may take them years 
to pay. 

b. Gifts, mostly from individual persons 
or a few foundations, can be utilized. 

c. Bills are in Congress at this time to 
provide scholarship funds for both the 
student and the schools. I have been in- 
formed that as these bills are now written 
there are no “strings.” They may be re- 
written. 

d. Grants are generally of three types: 
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training grants to good students or resi- 
dents, teaching grants (such as the Cancer 
and Heart Fund grants) and project re- 
search grants, which some schools are now 
receiving. Almost all of these are con- 
tractual. 

e. More fellowships for undergraduate 
research should be made available. 

f. Hospitals may reasonably be expected 
to carry part of the load by increasing the 
wages of interns and residents. 

Deans and heads of schools with whom 
I have spoken are in complete agreement 
in their opposition to government aid, 
which would eventually lead to subsidy of 
the school. 

It may be noted that, since this paper 
was written, the A.M.A. has announced 
the setting up of a fund of $12,500,000 ear- 
marked for student loans at bank rates to 
be disbursed by the deans, I believe on the 
basis of need. At about the same time, the 
student A.M.A. announced that their house 
of delegates had gone on record as oppos- 
ing government scholarship but favoring 
government loans. 

In this brief presentation, I have at- 
tempted to show that a serious and alarm- 
ing national emergency, the shortage of 
physicians, does exist and is continuing. 
Some of the causes revealed by my survey 
have been briefly enumerated, and atten- 
tion has been called to a few of the rem- 
edies advocated, none of which seems to 
be completely satisfactory or universally 
acceptable. 


III. The Family Doctor 


JOHN S. DE TAR, M.D. 
MILAN, MICHIGAN 


my colleagues may be of the opinion 
that I enter this discussion with three 
strikes against me: (1) I left medical 
school some thirty-odd years ago; (2) I 
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am not a medical educator, and (3) I am 
a general practitioner and a country 
doctor. 

I shall therefore make no attempt to 
cover the whole field, but shall confine my 
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comments to the field in which I practice, 
and about which I have learned something 
—the general practice of medicine. 

This field poses for the profession the 
most pressing problem on the medical 
horizon. The question to be decided by 
the profession and by its educators is just 
this: Is family practice as we have known 
it for the past two generations a dying 
institution, or will it survive? The present 
situation is actually as serious as that. 
There are in the United States today more 
specialists than general practitioners, and 
the trend is increasing rather than de- 
creasing. During the past thirty years, 
the number of specialists has increased by 
350 per cent, and the number of general 
practitioners has decreased by 30 per cent, 
in spite of an annual increase of 30 per 
cent in the total number of physicians. 

When Dr. Osler Peterson of Harvard 
University Medical School told me of the 
high quality of his junior class of about a 
hundred students, I asked him how many 
were choosing general practice. His reply 
was, “I think there is one.” 

Dean William Hubbard of the Univer- 
sity of Michigan Medical School, who has 
interviewed more than 1,000 medical stu- 
dents, one at a time, during the past ten 
years, had this to say about family prac- 
tice: 

“There are a fairly large number of 
students who do not want to limit their 
professional activities to any particular 
field, but are disturbed at the prospect of 
trying to be responsible for the full range 
of medical problems that might come to 
them. I believe that it is this concern with 
being able to give quality medical care 
without clear limits on the range of re- 
sponsibility for definitive therapy that 
takes many students away from a con- 
sideration of family practice.” In my 
opinion, Dean Hubbard hit the nail right 
on the head. 

The demise of general practice as we 
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know it today is a real threat, despite the 
obvious virility of the American Academy 
of General Practice, which has 27,000 
members, a continuous educational pro- 
gram and an active campaign for sponsor- 
ing the family physician. The signs are 
ominous. Despite the recognized neces- 
sity for graduate training of more than 
one year, there are today ten residents in 
training in internal medicine to every one 
in general practice. 

The question is whether general prac- 
tice is dying a natural death at the hands 
of specialization or whether our educa- 
tional system, our internship and resi- 
dency programs and our hospital staff 
policies are such that young physicians, 
purposely or not purposely, are steered 
into the specialties. 

There is no question as to the people’s 
desire. They want a family doctor. Too 
many communities have a plethora of gen- 
eral surgeons and internists and a dearth 
of family physicians. Too many patients, 
as a direct result of being shunted from 
one specialist to another, with no one doc- 
tor acting as the captain of the diagnostic 
and therapeutic team, are crying for a 
competent family doctor. Both the Amer- 
ican Medical Association and the Ameri- 
can Academy of General Practice recog- 
nize the problem. Each has mapped out 
plans for its remedy. The essential dif- 
ference between their programs lies in 
whether the practice of surgery should be 
included in the province of the family 
physician. 

I shall describe the program of the 
American Medical Association first. 

In 1957, the House of Delegates recog- 
nized that there was a growing trend away 
from general practice. Convinced that 
family practice should be preserved, and 
that radical alterations must be made in 
the one-year rotating internship with op- 
tional residency training for family prac- 
tice, the House then asked that a compre- 
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hensive study of the entire problem be 
made. The committee assigned to this 
task consisted of educators and family 
doctors, who went to work immediately. 
Representing the American Medical Col- 
leges were Dr. Henry B. Mulholland, Dr. 
Rudolph Kampmeier, Dr. Clark Wescoe, 
Dr. Dean F. Smiley and Dr. John 
Youmans. The Council on Medical Educa- 
tion and Hospitals was represented by Dr. 
Herman G. Weiskotten, Dr. Leland S. 
McKittrick, Dr. Victor Johnson, Dr. James 
M. Faulkner, the late Dr. Edward L. 
Turner, Dr. Walter S. Wiggins, and Dr. 
Glen R. Shaphard, and the American 
Academy of General Practice by Dr. Jesse 
Rising, Dr. Malcolm Phelps, Dr. D. W. 
McKinley, Mr. Charles Nyberg, and my- 
self. 

This was a hard-working committee. 
Considering their work in retrospect, Iam 
convinced that every member was sin- 
cerely devoted to the task of finding the 
answers to the problems of general prac- 
tice. Few votes were held, but conclu- 
sions were arrived at after thorough dis- 
cussion, by unanimous decision. 

The committee first defined family 
practice as “That aspect of medical care 
performed by the Doctor of Medicine who 
assumes comprehensive and continuing 
responsibility for the patient and his 
family regardless of age.’ Note that the 
internist and the pediatrician do not quite 
qualify according to this definition, re- 
gardless of their training. After formulat- 
ing this definition, the committee decided 
that preparation for family practice must 
include a strong background in internal 
medicine, including pediatrics, psychiatry 
and preventive medicine, broad experience 
with trauma and minor surgical proce- 
dures, and optional training in obstetrics. 
Also note that training in advanced ob- 
stetrics and major surgery is not included 
in the basic program. These stipulations, 
optional training in obstetrics and the 
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deletion of training in major surgery and 
advanced obstetrics, were adopted by the 
committee only after prolonged delibera- 
tion. 

Rotating Internship and General Prac- 
tice Residency.—With its purposes thus 
defined, the committee directed its atten- 
tion to currently available programs of 
preparation for family practice in an at- 
tempt to determine the cause for the 
diminishing numbers of entrants into this 
field. The observations of the committee, 
clearly stated in its report, are that the 
rotating internship is inadequate and too 
many general practitioners enter practice 
after this short period of training, and 
that the residency program for general 
practice is not sufficiently coordinated with 
the rotating internship or not sufficiently 
challenging to attract trainees in numbers 
sufficient to fill the need for family phy- 
sicians. There is something wrong with 
general practice as a mode of administer- 
ing medical care, with the rotating intern- 
ship, or with the content of the residency 
program. Either the training program is 
not properly coordinated or attempts to 
cover too much ground; it may be poorly 
integrated into the hospital teaching pro- 
gram or fail to give the trainee increased 
responsibility in keeping with his experi- 
ence. At any rate, fewer and fewer 
trainees are entering general practice and 
more and more are entering specialties, 
despite the pronouncements of the Ameri- 
can Medical Association. The committee 
was unanimous in its declaration that the 
one-year rotating internship does not to- 
day, and certainly will not in the future, 
constitute adequate training for family 
practice. A program to replace it, there- 
fore, was immediately taken under con- 
sideration. 

The members of the committee were all 
vitally interested in medical education. 
They were all competent physicians, but, 
like all good doctors, they sought consul- 
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tation for diagnosis and therapy of a com- 
plicated condition. 

The consultants came and proffered ex- 
pert advice. They represented the fol- 
lowing groups: The Committee on Resi- 
dency Review for General Practice (a 
joint committee of the American Medical 
Association and the American Academy 
of General Practice), The American Col- 
lege of Physicians, The American College 
of Surgeons, The American Board of Sur- 
gery, The American College of Obstetri- 
cians and Gynecologists, The American 
Board of Obstetrics and Gynecology, The 
American Psychiatric Association, The 
American Board of Psychiatry and Neu- 
rology and the American Hospital Asso- 
ciation. 

Many divergent views were expressed 
by these consultants. Various questions 
were raised: Should obstetrics be manda- 
tory in training for family practice? Is 
time spent in major surgical training 
valuable, or could it be better spent in 
medicine and pediatrics rather than on the 
end of a retractor, assisting in a proce- 
dure the trainee would never use without 
long additional training? Can the family 
physician be prepared to practice on a 
level comparable with that of the internist 
and the pediatrician when time must be 
allocated to the study of trauma, otolaryn- 
gology, obstetrics and gynecology? In 
short, to what fields should the trainee 
devote the major portion of his training 
period to qualify him as a good family 
physician? 

Deliberations continued from January 
1957 to June 1959. This is two and one- 
half years. The question constantly be- 
fore the committee was: In view of the 
rapid advance of specialization and the 
choice by trainees of specialty training 
over general practice, with the constantly 
increasing urbanization of the United 
States and its constantly increasing ra- 
pidity of transportation, with specialized 
care increasingly available to a steadily 
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growing segment of the population, with 
the constant improvement in standards of 
practice and the resultant definition of 
hospital privileges in terms of specialty- 
trained staff members, what type of train- 
ing program must be devised to enable the 
general practitioner to compete with 
board-certified specialists in the four fields 
constituting general practice—medicine, 
pediatrics, obstetrics and surgery? 

With this question always before them, 
and in full recognition of the fact that dur- 
ing the past decade the number of spe- 
cialists in the United States has increased 
60 per cent while the number of general 
practitioners has decreased, the commit- 
tee concluded that, unless an answer is 
found, the family physician of the future 
will be a specialist who, although he may 
be superbly trained in his specialty, will 
not be specifically trained for family prac- 
tice. 

The committee therefore sought and 
heard testimony, formulated programs of 
training, revised them and _ re-revised 
them, and finally submitted its report. 
This two-year basic program of training 
for family practice I should like to outline 
for you, since in my opinion it offers many 
advantages over those included in the pres- 
ent training provisions for general prac- 
tice: 

1. The basic, minimal program must be 
accorded two years instead of one. 

2. This program must have continuity. 
The break-off point now existing at the 
end of the first year should be eliminated. 

3. The program must be planned as a 
whole rather than relying on the hope that 
the second year will be properly coordi- 
nated with the first. 

4. Emphasis must be placed upon the 
trainee’s comprehensive and continuing 
responsibility for the patient throughout 
the hospital experience, rather than upon 
the episodic experience necessitated by 
rapid rotation from one service to another 
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according to the rotating internship pat- 
tern in current use. 

5. Of the basic, minimal two-year 
training period, the first eighteen months 
must be spent in medicine and _ its 
branches, including pediatrics. As the 
committee stated, ‘‘Eighteen months 
should provide experience, in a very broad 
sense, in the diagnostic, therapeutic, psy- 
chiatric, preventive and_ rehabilitative 
aspects of medicine and pediatrics, and 
include care of the newborn.” 

Another quote from the report indicates 
the intentions of the committee: “The 
two-year graduate program in preparation 
for family practice should be planned and 
implemented as a unified whole. As the 
family physician is to provide continuing 
care, it is highly important that prepara- 
tion for this kind of practice be designed 
to assure the participant of suitable op- 
portunities to study patients over rela- 
tively long periods. He should follow the 
patient as necessary in the outpatient serv- 
ice, into the home when this is practic- 
able, and certainly from one hospital serv- 
ice to another—for example, from the 
medical or pediatric service through the 
surgical] wards. There should be maximum 
continuity of assignment in specific serv- 
ices so that education through continuing 
rather than episodic medical experience 
would be stressed. Such a unified two- 
year program would permit and encourage 
the necessary progression of responsi- 
bility. ; 

The committee was fully cognizant of 
the organizational difficulties involved in 
effecting such continuity, but believed that 
they could and should be overcome. 

So much for the general characteristics 
of the new plan, and the first eighteen 
months of medical training. 

Obstetrics —What, then, of obstetrical 
training? The committee recognized that 
the great majority of family physicians 
will, in the future, and certainly in the 
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immediate future, probably practice ob- 
stetrics. The trend in the most populous 
areas is debatable. To provide for those 
family physicians who plan to include ob- 
stetrics in their practices, as well as for 
those who do not, this stipulation was 
made, “The opportunity for training in 
obstetrics during the elective period of 
six months’ duration should be a requisite 
of all programs.’ Moreover, should the 
trainee select obstetrical training, he must 
be accorded four months of such training. 
If he so elects, he may spend the remain- 
ing two months in medicine, pediatrics, 
otolaryngology, the outpatient department 
and the emergency service, or in additional 
obstetrical and gynecological training. Of- 
fice treatment of gynecologic patients and 
the care of the newborn are also required 
in this program. The question of whether 
obstetrical training for family practice 
should be optional or compulsory is still 
“hot.” Certainly this program, which pro- 
vides for optional training, should be 
scrutinized carefully. 

The last six months of the two-year 
program thus provide an elasticity that 
permits adjustment of training to the de- 
sire of the trainee. 

Ambulatory Care, Emergency Service 
and Surgery.—In this program, the op- 
portunity of the trainee to examine the 
patient on his initial visit to the hospital 
in the outpatient or emergency department 
is stressed. Training in the treatment of 
the ambulatory patient is considered an 
essential part of the program. 

Regular assignments, throughout the 
two-year training period to the emergency 
service, and an increase of responsibility 
according to experience are among the 
essentials of this plan. It is here that the 
student should receive his training in 
minor surgery as well as in medical emer- 
gencies in the departments of general 
practice, surgery, medicine, orthopedic 
surgery, pediatrics, and plastic surgery. 
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Advanced Obstetrics and Major Sur- 
gery.—Because of the advances made in 
obstetrics and major surgery within the 
past decade, most family physicians are 
happy to have specialists in these fields 
available. Many family physicians, how- 
ever, still perform major operations to- 
day. There is great variation in this prac- 
tice, which is subject to custom, geography 
and the accessibility of surgical specialists. 
In some areas, less than 5 per cent of 
family physicians perform major opera- 
tions, while in other areas the figure ap- 
proaches 100 per cent. 

The committee carefully weighed all 
these facts and figures and concluded that, 
regardless of present practices, the trends 
in medical practice as projected into the 
future indicate that the family physician 
is destined to perform fewer and fewer 
major operations and complicated obstet- 
rical procedures, but will be expected to 
be more and more proficient with internal 
medicine and its branches, including pe- 
diatrics, geriatrics and the primary man- 
agement of trauma. In fact, the family 
physician’s hospital privileges may well 
depend upon his proficiency in _ these 
branches of medical practice. 

As custom and location, however, mili- 
tate against rigidly drawn limitations in 
the field of family practice, the committee 
stipulated that training in major obstet- 
rics and major surgery should be made 
available to the family physician, stating 
that “Physicians planning to undertake 
other than uncomplicated obstetrical pro- 
cedures should take additional advanced 
training in this field. Participants in this 
program who plan to practice major sur- 
gery are expected to take additional ad- 
vanced training.” 

In this program, just as in the general 
practice residency program now in use, 
the need for advanced training for ad- 
vanced procedures is recognized. 

The American Academy of General 
Practice agrees that hospital privileges, 
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including surgical privileges, should be 
granted in accordance with demonstrated 
ability, but asks that training in obstet- 
rics be compulsory rather than optional, 
and that surgical training be included in 
the two-year training program. The or- 
ganization is prepared to sponsor such 
programs in qualifying hospitals. The 
Academy bases its policy on its belief that 
the family physician should be qualified 
by training to perform emergency surgical 
procedures in areas where board-certified 
surgeons are not accessible, and that the 
traditional method of developing surgical 
skill through preceptorship, a_ policy 
frowned upon by the American College of 
Surgeons, is a valid one. 

It should be recognized that the family 
physician working in sparsely populated 
areas faces problems vastly more com- 
plicated than those confronting the family 
physician in Chicago, and that he must be 
trained for them. There certainly is a 
place for both types of training program. 
The Academy also points out that although 
the new program of the American Medical 
Association may prove the ideal one for 
the family physician of the future, the 
needs of the family physician of today 
must be met by provision for training in 
both obstetrics and surgery. The point 
is well taken. 

To recapitulate, however, the program 
of the American Medical Association pro- 
vides a two-year minimum training pro- 
gram and is a vast improvement over the 
one-year rotating internship plus an op- 
tional general practice residency of one 
year. It is better correlated, better bal- 
anced, and better adapted to the needs of 
the family physician of the future, who 
will have to demonstrate his proficiency 
primarily in medicine if he is to be re- 
garded as a well-qualified family physician ; 
internists are now, in many areas, rapidly 
supplanting general practitioners. The 
program provides training in pediatrics, 








minor surgery, the treatment of trauma 
and the office treatment of otolaryngologic 
and gynecologic patients. It provides for 
optional training in obstetrics within the 
two-year span, and for further training 
in surgery if desired. The program is de- 
signed to raise standards for family prac- 
tice, and I believe that it will do just that. 

One closing observation may be in order. 
I believe this is the first time in the his- 
tory of American medicine that designated 
representatives from the medical schools, 
general practice and the American Medical 
Association have ever sat around a table 
at intervals over a period of more than 
two years and made an attempt to dis- 
cover solutions for the educational prob- 
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lems encountered in one of those fields, 
general practice. The very gesture is 
salutory. Few of the problems faced by 
any of us are impossible to solve when 
men of good will face each other, state 
and resolve their differences and strive for 
a common goal. It is to be hoped that the 
dividends, in the form of better medical 
care for the American people, will be 
realized during the coming years. Attain- 
ment of this goal will, to a large degree, 
depend on the favorable reception and 
wholehearted support of this program by 
leaders in the field of medical education 
and by the dynamic persons working ac- 
tively on hospital staffs throughout the 
country. 


IV. The Cost 


DOMINICK F. MAURILLO, A.B., M.D., LL.D., D.Sc.* 


NEW YORK, NEW YORK 


have been trying my best to prove to 

medical educators that there really 
is a shortage of doctors in the United 
States and that something must be done 
about it. 

The Board of Regents of New York 
State has accepted one important sugges- 
tion. They have approved medical educa- 
tion given in Italy, Switzerland, France, 
Holland, Belgium and Ireland. Now 400 
to 500 American doctors are being gradu- 
ated every year from the institutions in 
those countries. I was the chairman of 
each of the committees which conducted 
the study of European medical education 
and made the recommendations to the 
Board of Regents. 

On May 8, 1956, I addressed the 150th 
annual meeting of the New York State 
Medical Society, emphasizing the critical 
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need for more doctors. The New York 
Times, in an excellent editorial on the fol- 
lowing day, quoted important parts of my 
speech and conclusions. 

Congressman Francis E. Dorn of Brook- 
lyn, New York, presented to his fellow 
congressmen the entire New York Times 
editorial and a résumé of my speech. This 
was repeated in the United States Senate 
and recorded in the Congressional Record. 

On May 29, 1956, Congressman Dorn 
introduced a bill, H. R. 11518, which incor- 
porated all of my conclusions, with par- 
ticular emphasis on the suggestion that 
an impartial disinterested Congressional 
Committee be appointed to study the 
reasons for the shortage of doctors in the 
United States. This bill has been pigeon- 
holed every year since its introduction, as 
a result of the action of lobbyists. 

On March 28, 1957, I delivered a major 
address on the same subject before the 
New York State Board of Regents. Copies 
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vere sent to all the deans of medical col- 
-eges in New York, to all college and uni- 
versity presidents, to all assemblymen and 
senators, and to the Congressmen and the 
two Senators from New York State. In 
that speech I stated also that specialization 
was getting out of control and that 80 per 
cent or more of the graduates of medical 
colleges wanted to specialize. I then sug- 
gested that all specialty education should 
be controlled by the medical colleges, and 
that a Ph.D. should be awarded to each 
specialist. 

In July 1959 I was summoned to Wash- 
ington to testify in connection with a bill 
concerning the grant of $50,000,000 per 
year for international health research. My 
talk alerted the Congressmen to the peril 
to national health caused by the shortage 
of doctors, and they were urged to amend 
the bill by adding $50,000,000, annually, 
for medical education. This bill was kept 
in committee, with no chance of passing. 

The need for more physicians is com- 
mon knowledge today. Even the A.M.A. 
and the deans of the medical colleges ad- 
mit that our country needs more doctors 
on medical faculties, more researchers, 
more full-time doctors for independent 
hospital centers, more doctors for public 
health and mental hospitals and for in- 
dustrial clinics, more interns and resi- 
dents, and—most important—more gen- 
eral practitioners for our 180,000,000 
people. A conservative estimate of the 
shortage of doctors would be 35,000, and 
this could easily be stretched to 50,000. 
Now let us look at the reasons for this 
critical shortage. Many experts concede 
that the United States had enough doctors 
in 1935 for its 125,000,000 people. One 
must bear in mind that 75 per cent of the 
total number of doctors were in general 
practice at that time. Today the percen- 
tage of doctors in general practice is less 
than 30. 

In 1935, 77 medical colleges graduated 
5,183 doctors; in 1950, 79 medical col- 
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leges graduated 6,135 doctors; in 1955, 82 
medical colleges graduated 6,845 doctors, 
and in 1960, 85 medical colleges graduated 
7,081 doctors. I mention these figures to 
show that in a period of twenty-five 
years—and even with the addition of eight 
new medical colleges—there was an in- 
crease of only 27 per cent, of fewer than 
1,900 doctors. This small, inadequate in- 
crease does not compensate for the more 
than 3,500 doctors who die each year. 

In 1935 the medical colleges and other 
agencies doing medical research spent 
about $1,000,000; in 1960, approximately 
$730,000,000. The last-mentioned sum— 
$730,000,000—is more than the total 
amount of money spent for medical re- 
search in all the rest of the world. 

The Federal Government gave the fol- 
lowing amounts to medical colleges in 
1960: Harvard, $7,130,919; Columbia, 
$4,427,285; New York University, $4,772,- 
755; University of Michigan, $4,025,157, 
and the two New York State Medical Col- 
leges, $2,069,087. Every medical college 
in the United States received upward of 
$500,000 in 1960. 

The figures are not available, but I 
doubt that the entire cost of undergraduate 
medical education in the 85 medical col- 
leges is more than $125,000,000 a year. 

Should there be such a great discrepancy 
—$730,000,000 for medical research ver- 
sus $125,000,000 for medical education? I 
am not opposed to research work, for I am 
convinced that it is absolutely necessary 
in this highly competitive world, but let 
us be reasonable! We should not spend 
such a large amount for research without 
first producing more doctors. Let us not 
put the cart before the horse! If we want 
to get full value for the money spent, we 
should have researchers who are really 
dedicated to their work. 

Recently we have been reading in the 
daily newspapers that there are not 
enough college graduates available for 
entry into medical schools. Here is the 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


record on this score. Last year, the 85 
medical colleges selected about 8,100 from 
a list of more than 15,000 who had been 
recommended by the premedical faculty 
committee in each of the colleges and 
universities in the United States. All 
these students had been screened during 
each year of their college work, and only 
those with the highest averages were rec- 
ommended. If the medical colleges want 
more students, why don’t they take more 
women students? Why this discrimina- 
tion? Why do women constitute only 5 per 
cent of the total number of medica] stu- 
dents? It is not that way in other coun- 
tries: 50 per cent or more of the doctors 
in Russia are women. Why are more than 
2,300 Americans studying medicine in 
foreign countries? In my opinion, the 
medical colleges should be grateful for the 
fact that they have a fine selection of 
students to choose from. I am absolutely 
sure that more students would want to 
become doctors if some of the existing 
barriers were removed. 

Russia, with its 68 medical colleges, 
graduates more than 14,000 doctors a year. 
In 1960, 1,000 doctors were graduated 
from the Medical College of the University 
of Paris. This is about one-seventh of the 
total number of doctors who were gradu- 
ated from the 85 medical colleges in the 
United States during that same year. Let 
me emphasize this point: these graduates 
from the University of Paris are well- 
trained doctors. They are ready to prac- 
tice immediately after graduation, without 
internship or further training, and I would 
trust any one of them to do a good job in 
general practice in any country in the 
world. 

The Japanese tried our system of medi- 
cal education. They built 80 medical col- 
leges of an average capacity similar to 
ours. They have learned their lesson. To- 
day they have centralized and have only 
44 colleges, and they expect to have only 
40 by 1965. Their doctors are better 
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trained today in the larger medical cen- 
ters. Why? Because the cost of maintain- 
ing and operating small medical centers is 
tremendously high. 

What is the best way to combat this 
critical shortage of doctors in the United 
States? I suggest two practical solutions. 
My first plan is that Congress should pass 
a bill at this 1961 session which would 
incorporate the following provisions: 

a. Allocation should be made to the 45 
private medical colleges in the amount of 
$50,000,000 with no strings attached other 
than the guarantee to be mentioned here- 
after. Beginning with the freshman class 
of 1962, and at a rate of $4,000 per stu- 
dent for each of four years, this money 
should be paid to the colleges for the 
undergraduate medical education of each 
additional student admitted beyond the 
total of the 1961 freshman enrollment. The 
colleges must guarantee the acceptance of 
3,125 students above their 1961 enroll- 
ment, otherwise, the federal government 
would not grant any money for research. 
In this way, the colleges should produce 
3,000 doctors by 1966. 

b. Another $25,000,000 should be allo- 
cated to 41 state medical colleges on a 
matching plan basis; $2,000 of federal 
money for $2,000 of state money for each 
additional student admitted beyond the 
total of the 1961 freshman enrollment. 
Likewise, this should begin with the 1962 
freshman class. As for the private col- 
leges, no research money should be given 
unless additional students are accepted. 

ce. Ten million dollars should be allo- 
cated to scholarships on the basis of need, 
at a minimum of $300 and a maximum of 
$1,500. This should increase the number 
of scholarships each year by 2,500. 

d. A fund of $5,000,000 should be set up 
for aid to medical students. This fund 
would guarantee the payment of loans 
made to students by the banks of the 
United States and would pay 6 per cent 
interest on the loans for six years. 
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This bill will not cost more than $90,- 
000,000 a year after 1966. In four years’ 
time it will have produced 6,000 more doc- 
ters a year. The scholarship and student 
aid plans would stimulate college students 
to enter the profession of medicine. This 
bill could be financed by the money the 
federal government would save in not add- 
ing, until 1966, one dollar to the present 
allowance for medical] research. 

My second plan is that Congress should 
pass a bill at this 1961 session that incor- 
porates the following points: 

a. Fifty million dollars a year should 
be allocated to the 86 medical colleges for 
trimester undergraduate medical educa- 
tion in 1962. The best method of dividing 
the money among the colleges can be de- 
cided either upon the basis of student 
population, upon the size of the medical 
college or upon the number of doctors to 
be graduated. Such a plan was used dur- 
ing World War II and, to the best of my 
knowledge, was successful. 

b. Ten million dollars should be allo- 
cated to scholarships, as in Plan 1. 

c. Five million dollars should be allo- 
cated to student aid, as in Plan 1. 

The number of doctors graduating with 
this plan in effect will depend on whether 
a new class is admitted each semester or 
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only every other semester. I can assure 
you that the increase in the number of 
doctors would be greater than 50 per cent. 

Now, what would be the cost of adding 
30 medical college centers with the capa- 
city to graduate 150 doctors yearly in each 
college—a total of 4,500 doctors? Capital 
costs would require $1,500,000,000, and 
between $150,000,000 and $300,000,000 
per year would be needed for operating 
expenses. Is this not a tremendous and 
fantastic amount to pay for the education 
of 4,500 additional doctors a year? It 
would be eight years before the first doctor 
was graduated. Three thousand doctors 
will be needed to operate the thirty medi- 
cal centers. By 1970, the population of 
the United States will be 210,000,000. 
Where are the doctors needed to take care 
of that population to come from? 

My conclusion is that there is no need 
to study this problem further. We are in 
a state of emergency. Congress must act 
now, not next year. I firmly believe that 
the deans of the medical colleges will ac- 
cept my first plan. At any rate either of 
the plans I have presented is more reason- 
able than is the contemplation of building 
thirty more medical college centers, and 
either would certainly be more acceptable 
to the taxpayers, on whom would fall the 
burden of so costly an enterprise. 


V. The Possibilities 


RALPH SNYDER, M.D., F.I.C.S. (Hon.) 


NEW YORK, NEW YORK 


state of national emergency—the short- 
age of physicians, which, if not already 
here, is rapidly becoming a very real crisis. 


| state of not dwell at length on this 


Read at the Twenty-Sixth Congress of the North American 
Federation, International College of Surgeons, Chicago, May 
14-18, 1961. 

Submitted for publication June 5, 1961. 





Certainly there have been enough exhaus- 
tive reports from study groups and com- 
missions to establish beyond any doubt 
that existing medical educational re- 
sources and patterns cannot meet the 
anticipated needs of the nation during the 
next decade. Perhaps the most disturbing 











JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


fact is that, although knowledge and proof 
of this need have existed for several years, 
little action has been taken by responsible 
persons or groups to insure that this need 
will be met before our country’s most im- 
portant national resource, the health of its 
people, has been placed in serious jeo- 
pardy. 

It is doubtful that, even if development 
of new medical colleges were begun today, 
they could be completed and producing 
well-educated physicians in sufficient num- 
bers to meet the need before it became a 
serious crisis. This would be true even if 
there were enough faculty members for all 
the needed new schools and enough stu- 
dents to fill all the places. 

I shall not attempt, in this brief space, 
to discuss the problems involved in the 
recruitment of medical students, although 
this aspect is of paramount importance. 
Other panel members will discuss this. I 
shall reluctantly be content to make the 
observation that the declining interest of 
students in the study of medicine is a real 
and complex problem, and will require a 
well planned, well directed, concerted ef- 
fort on the part of all if a realistic solution 
is to be found. 

Without doubt, new schools of medicine 
must be developed. There will be little 
opportunity for this needed development 
without strong, if not complete, support 
from the municipal, state and federal 
governments. The restrictions imposed 
upon individual economic development 
have virtually precluded the possibility of 
obtaining sufficient funds from private 
sources. The cost is so high—it has been 
estimated at well in excess of $20,000,000 
—that only aid from _ tax-supported 
sources is practicable. The development 
of schools having such sources of support 
must be based on equal opportunity for all, 
regardless of race, creed or color; par- 
ticularly, they must be free of geographic 
restrictions and quotas. Preparation for 
the practice of medicine is an academic 
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and educational process that can be 
served effectively only by selection based 
on ability rather than the fortunes of 
birth. Schools operating with such finan- 
cial support must be free of political domi- 
nation and interference, as they largely 
have been to date, with the responsibilities 
resting solely upon medical educators and 
administrators. Legislators at all levels 
must realize and accept their responsibil- 
ity for the support of such new schools 
promptly and with vision and forthright- 
ness. 

New schools are not, however, the final 
answer. The cost is excessive, the time 
is short and the danger is too close. Ex- 
isting educational] facilities must bear in- 
creased burdens. Professional medical 
educators must accept the responsibility 
for meeting this problem. The patterns 
of medical education now in use must be 
critically evaluated and placed in their 
proper perspective. Certainly we must 
all recognize the great inadequacies that 
do exist. 

During the past half century, medical 
education has undergone a more severe 
and rigorous development than has any 
other of the educational processes. After 
the publication of the now famous Flexner 
report, medical education assumed its 
proper and rightful title as education, 
rather than as vocational or trade school 
training. The inherent danger that exists 
today, not only for medical education but 
for all education, is that the threat of the 
sputnik age and its relentless competition 
will force a deterioration of education as 
we know it in the interest of producing a 
quick result. It is, indeed, very easy to 
produce a trained person, but there are 
few short cuts if the final result is to be an 
educated person. In my opinion, however, 
there are ways to meet the problem more 
effectively than we are now doing without 
destroying our educational system, which 
is one of the cornerstones of our way of 
life. 
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I have mentioned briefly the seemingly 
inescapable fact that new schools can be 
developed only with substantial or total 
financial support from taxes. Nevertheless, 
it would indeed be sad if we did not main- 
tain our tradition of the medical school as 
a private, nongovernmental institution. 
Unfortunately, as the source of private 
financial support diminishes, the financial 
needs of privately endowed schools con- 
tinue to increase. The disparity between 
income and expense steadily grows. Pri- 
vately endowed schools must accept direct 
governmental aid. This, of course, is now 
a well-established practice, although the 
support is often given indirectly through 
research and training grants. Direct sup- 
port must come, but responsible legislators 
must recognize their responsibility to pro- 
tect the private educational system from 
restrictive controls. Governmental aid, 
though direct, must be unfettered and free. 
More than half of our medical schools are 
private, receiving no aid from taxes. Ob- 
taining strong financial support for these 
schools is a real and practical way of meet- 
ing the problem. 

Some private schools will be able to 
enlarge their classes if sufficient funds are 
made available for the construction of 
teaching facilities and the support of the 
faculty, but some schools need financial 
help even though they may not need to 
increase in size. There is a limit to the 
number of students that can be educated 
effectively. This is necessarily a variable 
and somewhat controversial figure, but it 
does exist. 

The greatest bottleneck in medical edu- 
cation is at the all-important level of the 
first years in basic science. The oppor- 
tunities for enlarging educational oppor- 
tunities in clinical medicine are great, 
largely undeveloped and easily available. 
How, then, can the best advantage be 
taken of this fact? 

There are many colleges and universities 
in the United States that do not have medi- 
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cal schools but do have strong and active 
science programs. With encouragement 
and financial support, many of these in- 
stitutions could initiate programs that 
would prepare a student adequately in the 
basic medical sciences. This would rap- 
idly supply a large number of students 
to fill the vacant places that now exist in 
the basic years of clinical study and make 
it possible to expand these areas. This, of 
course, is not a new idea. The two-year 
medical school has been in existence a 
long time. This is not the best educational 
method, but considering the strength of 
the academic orientation of a strong uni- 
versity, the danger to education, as com- 
pared with the danger to our nation’s 
health in this crisis, would be minimal. 
This would also prepare the way for the 
gradual and orderly growth of new four- 
year schools at considerably less cost than 
that entailed in crash financing. 

One of the real deterrents in getting a 
medical education is the long period of 
time between the beginning and the in- 
come-producing years. Many six-year 
plans have been discussed, and some have 
been initiated. The six-year medical cur- 
riculum following high school is not new; 
it is common in Europe, although it was 
discarded in this country decades ago as 
inadequate. In my opinion, it is educa- 
tionally unsound to eliminate or reduce the 
basic, formative educational process upon 
which graduate education is built. A phy- 
sician must have a broad education in 
fields other than science if he is to be more 
than merely a highly skilled technician or 
a vocationally trained person. Would it 
not be better to make it financially pos- 
sible for a student to pursue a proper 
educational course than make that educa- 
tion minimal or narrow? If time is to be 
reduced, it can be reduced after the years 
in medical college are over by eliminating 
the internship and developing a logical, 
realistic postgraduate training program at 








JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


sensible residency levels. Space does not 
permit further development of this point, 
but I presented it in full in February at 
the meetings of the Council on Medical 
Education and Hospitals of the American 
Medical Association. 

The current utilization of physical 
plants in medical schools is often inade- 
quate. In what other successful enter- 
prise are usable facilities allowed to re- 
main unused for large parts of the year? 
And yet this is the situation, to a greater 
or lesser degree, in many institutions. It 
is indeed an expensive luxury. Effective 
utilization of physical plants could be very 
useful in meeting this emergency. It 
would mean, of course, double sessions or 
double classes, which could be maintained 
only if faculties were increased—they 
would not need to be doubled. There would 
also be a need for space for faculty offices 
and research and some added facilities to 
support larger number of students. These 
last, however, would be largely ancillary 
facilities, such as cafeterias, lounges and 
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locker rooms. Granted, this procedure in- 
volves certain inherent dangers that could 
lead to deterioration of our educational 
system, but these dangers could be over- 
come with proper safeguards and controls. 

Finally, the luxury of extended vaca- 
tions is costly. Experience with the twelve- 
month year and the three-year curriculum 
has shown it to be satisfactory. Medical 
school is a graduate school. It is difficult, 
but all graduate education of high caliber 
is difficult. It is an adult experience and 
should be treated as such. A modest num- 
ber of additional educators would be 
needed to reinforce the faculty of each 
school. The result would reduce by one 
year the length of time required for com- 
pletion of studies and would increase the 
number of graduates by one-quarter. 

These are some observations on ways to 
meet the educational problem. Each idea 
could be developed at length. There are 
undoubtedly many more. The need is 
great, the ways are many. None are easy, 
but many are possible and sound. 


Man, viewed morally, is a strange amalgam of angel and devil. He can feel 
the splendor of the night, the delicate beauty of spring flowers, the tender emotion 
of parental love, and the intoxication of intellectual understanding. In moments 
of insight visions come to him of .how life should be lived and how men should 
order their dealings one with another. Universal love is an emotion which many 
have felt and which many more could feel if the world made it less difficult. 
This is one side of the picture. On the other side are cruelty, greed, indifference 
and overweening pride. Men, quite ordinary men, will compel children to look 
on while their mothers are raped. In pursuit of political aims men will submit 
their opponents to long years of unspeakable anguish. 
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An Appreciation of 
James Rudolph Jaeger, M.D., F.A.C.S., F.LC.S. 


D. J. LAFIA, M.D., B.S., F.I.C.S., D.A.B. 


PHILADELPHIA, 


vanishing breed of self-made sur- 

geons. He has lived during the 
period between the days of the pioneer 
neurosurgeon and those of the trained 
resident of today. Because he is represen- 
tative of the end of an era in American 
surgery and neurosurgery, and because of 
his many practical contributions in the 
field of neurosurgery, an appreciation of 
the man and his work is most timely. 

James Rudolph Jaeger was born in 1895 
in Clarksville, Missouri, of German-Amer- 
ican stock. In that same year another Ger- 
man, Roentgen, made one of the greatest 
scientific discoveries of all time. His dis- 
covery of roentgen rays subsequently rev- 
olutionized neurosurgery. Another na- 
tive of Missouri, Dr. Walter E. Dandy 
(1886-1946), worked with roentgen rays 
and introduced ventriculographic and 
pneumoencephalographic testing technics. 
Drs. Dandy and Jaeger were good friends. 
But we are ahead of our story. 

After his graduation in 1918 from the 
University of Missouri, Jaeger studied 
medicine at the University of Pennsyl- 
vania. Two of his teachers were Charles 
Frazier, a superb neurosurgeon, and J. B. 
Deaver, a master general surgeon. The 
young Jaeger admired the work of Fra- 
zier. Commenting on Frazier’s skillful per- 
formance of retrogasserian neurectomy 


PR vanisnin JAEGER is the last of a 


for tic douloureux he said, ‘‘each operation 


was a finished portrait.” 

After his graduation from the School 
of Medicine of the University of Pennsyl- 
vania, Rudolph Jaeger settled in Denver, 


PENNSYLVANIA 


Colorado. He became an apprentice to his 
uncle, Dr. Charles Jaeger, a general sur- 
geon practicing in the Rocky Mountain 
area. Dr. Jaeger also taught anatomy and 
physiology at the University of Colorado 
Schools of Medicine and Dentistry. 

Although the young man was well es- 
tablished in the field of general surgery 
by 1928, he apparently became dissatis- 
fied and decided to specialize in neurosur- 
gery. Training programs were practically 
unheard of at that time. Neurosurgeons 
were for the most part general surgeons 
who occasionally did a “brain case.”’ But 
there were exceptions, such as Cushing in 
Boston, Frazier in Philadelphia, Dandy in 
Baltimore, Sachs in St. Louis and Adson 
at the Mayo Clinic. Even these men of- 
fered no formal training programs for 
would-be neurosurgeons. Trainees simply 
took a year or more of neurosurgical 
study in addition to their general surgical 
programs. Rudolph Jaeger was accepted as 
a postgraduate student by Dr. Walter 
Dandy of Johns Hopkins. During this ap- 
pointment he was allowed to act only as 
an observer. He and Dr. Dandy became 
friends, however, and this cordial relation 
lasted till Dandy’s death in 1946. 

The year with Dandy (1928-1929) was 
a significant one for Dr. Jaeger. On his 
return to Denver he was inspired to new 
and intense activity. During the period 
between 1930 and 1943, Jaeger’s innate 
mechanical ability flowered. Although he 
had little formal training in neurosurgery, 
he was able to introduce numerous prac- 
tical innovations in technic. 
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Dr. Rudolf Jaeger 


In 1948, he became Chairman of the 
Department of Neurological Surgery at 
Jefferson Medical College. During his 
eighteen years in this position, he devel- 
oped the Department of Neurosurgery and 
trained many neurosurgeons who are now 
outstanding men in their communities. 
These men have made many contributions 
to the field of neurosurgery. 

Jaeger’s great appreciation of the effec- 
tiveness of a mechanical approach in neu- 
rosurgery seems apparent in all of his con- 
tributions. At a time when the specialty 
was still in its infancy, he realized that 
excessive reliance on neurologic examina- 
tion was outdated. He perfected ventric- 
ulographic methods of testing and quickly 
saw the value of arteriographic examina- 
tion. He was also interested in the use of 
contrast agents for study of the spinal 
canal. He performed experiments that 
aided in the development of oil compounds 
suitable for use in the subarachnoid space. 
He introduced and perfected procedures 
that allowed the surgeon to maintain con- 
tinuous spinal drainage and thereby con- 
trol intracranial pressure during craniot- 
omy. This important procedure, an 
outstanding contribution, was described 
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in a paper published in the Journal of the 
International College of Surgeons in 1955. 

Jaeger employed a bold approach to 
intracranial aneurysms. In his impressive 
report of a series of more than 250 pa- 
tients, personally operated on for aneu- 
rysm, he cited a lower rate of mortality 
than is usual in a series of patients under- 
going this type of operation. In perform- 
ing his operations for aneurysm, Jaeger 
was extremely meticulous in his control 
of intracranial pressure in order to allow 
sufficient room for minute dissection. He 
also prepared his own gold clips for ap- 
plication to the aneurysms. 

One of his recent contributions, and per- 
haps his greatest, concerned the treatment 
of trigeminal] neuralgia. His interest in 
trigeminal neuralgia was probably aroused 
during his medical school days, when he 
watched Dr. Frazier section the sensory 
root of the trigeminal nerve. In Denver, 
his teaching of anatomy in the dental 
school sustained his interest in the tri- 
geminal nerve. Later, at Johns Hopkins, 
Walter Dandy taught him the posterior 
fossa approach to resection of the sensory 
root of the gasserian ganglion. By 1953 
Dr. Jaeger had performed more than 200 
such operations for trigeminal neuralgia 
with a mortality rate of only 1 per cent. 
This is an enviable record. Still, he was 
continually trying to simplify and improve 
safety precautions in the treatment of this 
disorder. In 1953 and 1954 he had been 
injecting boiling water into the frontal 
lobes as a modified method of prefrontal 
lobotomy. On the basis of this experi- 
ence he decided to inject boiling water 
into the gasserian ganglion. He boldly 
took this step and perfected a method he 
has now used in more than 400 cases. This 
method has simplified the treatment of 
trigeminal neuralgia. It consists of in- 
jecting into the gasserian ganglion, under 
roentgenographic control, 0.5 cc. of boiling 
water. Anesthetization of the trigeminal 
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area is prompt, effective and lasting. No 
deaths have occurred in this series, and 
no instance of facial paralysis in cases of 
trigeminal neuralgia has been reported. 

I should like to add a few words about 
Rudolph Jaeger as a man. On the sur- 
face he appears to be cold and distant, but 
beneath this exterior is much charm and 
kindness. Many neurosurgeons, during the 
early period of our specialty, perhaps af- 
fected the cold exterior appearance to 
mask their anxiety in those days when the 
field of neurosurgery was young and de- 
manded such daring. Jaeger has never 
been a flamboyant person. He has always 
done things in a quiet but thorough and 
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charitable way. He has many admirers, 
and the men he trained are grateful for 
his teaching, especially as that teaching 
was by example rather than by precept. 
His hobbies include cinematography, and 
his surgical motion pictures have won him 
many awards. He has been a devoted hus- 
band, father and grandfather. 

He has published more than 50 articles, 
and it is hoped that in the near future he 
will publish a monograph on the treatment 
of trigeminal neuralgia. Among many 
honors that have been given him is the 
distinction of having been President of 
the United States Chapter of the Interna- 
tional College of Surgeons in 1944. 


The Peripatetics represented dreams as arising from a presaging faculty of the 
mind; other sects imagined that they were suggestions of demons. Democritus and 
Lucretius looked upon them as spectres and simulacra of corporeal things, emitted 
from them, floating in the air, and assailing the soul. A modern writer, Andrew 
Baxter, entertained a notion somewhat similar, and imagined that dreams were 
prompted by separate immaterial beings, or spirits, who had access to the sleeper’s 
brain with the faculty of inspiring him with various ideas. Burton divides dreams 
into natural, divine, and demoniacal; and he defines sleep, after Scaliger, as 
“the rest or binding of the outward senses, and of the common sense, for the 


preservation of body and soul.” 


Gradually released from the trammels of superstition, modern philosophers have 
sought for more plausible explanations of the nature and causes of dreams, but 
perhaps without having attained a greater degree of certainty in this difficult 
question than our bewildered ancestors. Wolfius is of opinion that every dream 
originates in some sensation, yet the independent energies of the mind are sufficiently 
displayed in the preservation of the continued phantasms of the imagination. He 
maintains that none of these phantasms can prevail unless they arise from this 
previous sensation. De Formey is of the same opinion, and conceives that dreams 
are supernatural when not produced by these sensations. But of what nature are 
these sensations? Are they corporeal impressions received prior to sleep, and the 
continuances of reflection, or are they the children of an idle brain? 


—AMillingen (circa 1837) 
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The following books have been re- 
ceived by the Editor; they will be re- 
viewed critically as space and facilities 
permit. Omission of more extended re- 
view, however, is not to be taken as 
criticism of the merit of the book. 











Local Anesthesia and Pain Control in Den- 
tal Practice. By L. M. Monheim. St. Louis: 
The C. V. Mosby Company, 1961. Pp. 319, 
with 148 illustrations. Reviewed in this issue. 


Abdominal Operations. By Rodney Main- 
got. New York: Appleton-Century-Crofts, 
Inc., 1961. 4th ed. Pp. 1,440, with 1,883 illus- 
trations. Reviewed in this issue. 


Preventive Medicine in World War II: 
Communicable Diseases Transmitted by Con- 
tact or by Unknown Means. Edited by E. C. 
Hoff, with a foreword by the Surgeon General 
and chapters by 27 contributors. Washington, 
D.C.: the U.S. Government Printing office, 
1961. Vol. 5. Pp. 530, with 74 illustrations, 
55 tables, 18 appendix tables, 12 charts and 
4 maps. Reviewed in this issue. 

Glaucoma: Chemistry, Mechanisms and 
Therapy. By S. Lerman. Springfield: Charles 
C Thomas, Publisher, 1961. Pp. 98, with 25 
illustrations. Reviewed in this issue. 


Stedman’s Medical Dictionary. Baltimore: 
The Williams & Wilkins Company, 1961. 20th 
ed. Pp. 1,680, with 32 plates and illustrations. 
Reviewed in this issue. 


Les Cavités Cardiaques: Introduction Ana- 
tomique a la Chirurgie Intracardiaque (The 
Chambers of the Heart: An Anatomic Intro- 
duction to Intracardiac Surgery). By E. 
Henry, R. Courbier and P. Rochu, with a 
preface by R. de Venrijoul. Paris: Masson et 
Cie., 1960. Pp. 176, with 196 illustrations. 
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Practical Clinical Management of Electro- 
lyte Disorders. By William J. Grace. New 
York: Appleton-Century-Crofts, Inc., 1960. 
Pp. 132, with 10 tables and 8 illustrations. 


A Clinical Prospect of the Cancer Problem 
(Introductory volume of Monographs on Neo- 
plastic Disease at Various Sites). By D. W. 
Smithers. Baltimore: The Williams and Wil- 
kins Company, 1960. Pp. 232, with 46 illustra- 
tions and 10 tables. 


Thymectomy for Myasthenia Gravis. By 
Henry R. Viets and Robert S. Schwab. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1960. Pp. 130, with 32 illustrations. 


Experiences with Congenital Biliary Atre- 
sia. By Julian A. Sterling. Springfield, I1.: 
Charles C Thomas, Publisher, 1960. Pp. 68, 
with 21 illustrations. 


The Femorai Neck—Function, Fracture 
Mechanism, Internal Fixation: An Experi- 
mental Study. By Victor H. Frankel, Spring- 
field, Ill.: Charles C Thomas, Publisher, 1960. 
Pp. 119, with 58 illustrations. 


Congenital Malformations: A Ciba Foun- 
dation Symposium. Edited by G. E. W. Wol- 
stenholme and C. M. O’Connor. Boston: 
Little, Brown and Company, 1960. Pp. 308, 
with 91 illustrations. 


General Anesthesia for Neurosurgery. By 
Robert I. W. Ballantine. Boston: Little, 
Brown and Company, 1960. Pp. 152, with 68 
illustrations. 


Experiences with Congenital Biliary Atre- 
sia. By Julian A. Sterling. Springfield, IIl.: 
Charles C Thomas, Publisher, 1960. Pp. 68, 
with 21 illustrations. 


Calcium Metabolism and the Bone. By 
Paul Fourman. Springfield, Ill.: Charles C 
Thomas, Publisher, 1960. Pp. 325, with 7 
illustrations. 


Chemical Osteosynthesis in Orthopaedic 
Surgery. By Michael P. Mandarino. Spring- 
field, Ill.: Charles C Thomas, Publisher, 1960. 
Pp. 72, with 36 illustrations. 
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BOOKS REVIEWED 


Abdominal Operations. By Rodney Main- 
got. New York: Appleton-Century-Crofts, 
Inc., 1961. 4th ed. Pp. 1,440, with 1,883 illus- 
trations. 

The third edition of Abdominal Operations 
appeared in 1955. It has occupied a promi- 
nent place in this reviewer’s library ever 
since. This fourth edition is a worthy suc- 
cessor, for the work has been thoroughly 
revised and entirely reset, with the addition 
of many new chapters, plus the introduction 
of 917 new illustrations. These illustrations 
depict beautifully the essential steps in op- 
erative procedures. Rodney Maingot has the 
ability to tell a complicated story in such a 
fashion as to make it both understandable 
and interesting. 

Although this book is entitled Abdominal 
Operations, it includes much more than this. 
The reader will be pleased to find not only 
the technic of a specific operation but the 
choice of procedures and the difficulties and 
dangers that may arise during the operation. 
Preoperative and postoperative care, as well 
as the management of complications, are also 
discussed in this all-inclusive book. 

For the first time, Mr. Maingot has asked 
specialists in the field to contribute to the 
text. One finds chapters by thirty-six 
authors, both British and American, and 
reads with delight the work of Alexander 
Brunschwig, Warren Cole, Waltman Walters 
and many others, as well as such world- 
renowned English surgeons as Sir Cecil 
Wakeley, Norman Tanner and Sir Zachary 
Cope. Many of these authorities present their 
material for the first time, thus bringing 
the book up to date. 

The illustrations must come in for special 
commendation, as all irrelevant material has 
been deleted and only essentials included. 

In his preface Mr. Maingot states that 
the work was intended “to present a detailed 
account of abdominal operations as _ prac- 
tised today.” This intention has surely been 
accomplished most astutely. 

The book can be recommended whole- 


heartedly to both undergraduates and post- 
graduates who are interested in abdominal 
surgery. 

PHILIP THOREK, M.D. 


Glaucoma: Chemistry, Mechanisms and 
Therapy. By S. Lerman. Springfield: Charles 
C Thomas, Publisher, 1961. Pp. 98, with 25 
illustrations. 

This monograph mentions briefly many as- 
pects of glaucoma. No attempt could be made 
to detail the massive accumulation of litera- 
ture available on this subject. The author 
describes his treatments for the different 
types of glaucoma. These treatments are, 
for the most part, orthodox. The book is 
well indexed and contains an authoritative 
bibliography. 

ORVILLE E. GORDON, M.D. 


Local Anesthesia and Pain Control in Den- 
tal Practice. By L. M. Monheim. St. Louis: 
The C. V. Mosby Company, 1961. Pp. 319, 
with 148 illustrations. 

In this book there are chapters dealing 
with the armamentarium, sterilization and 
the postoperative control of pain. In the last- 
mentioned chapter various drugs are de- 
scribed briefly and chemical formulae are 
given. A good list of drugs, including the 
purposes for which they are used, and a 
list of preanesthetic medications are in- 
cluded. Hypoalgesia is discussed. 

Anesthetics that may be used in various 
circumstances, as well as vasoconstrictors 
are described. The chapter in which anes- 
thetic complications and office emergencies 
are discussed is an important one, for these 
subjects are often overlooked. The descrip- 
tion of local anesthetics and anesthetic solu- 
tions is informative and valuable. The dis- 
cussion of technics of regional anesthesia 
and analgesia may not be especially new to 
dentists, but it is a necessary part of such 
a book as this. The medicolegal aspects of 
regional analgesia are also considered. 
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An extensive and interesting description 
of the trigeminal nerve and its branches 
is well worth reading. 

The value of the author who can limit 
his discussion to one phase of a subject is 
demonstrated in this book. When there has 
been no attempt to make the material all- 
inclusive, emphasis can be placed where it 
is required. 

This book has an index, a small appendix 
and a short glossary, which enhance its 
value to the reader and help him to become 
familiar with the terms employed. 


JOHN S. LUNDY, M.D. 


Stedman’s Medical Dictionary. Baltimore: 
The Williams & Wilkins Company, 1961. 20th 
ed. Pp. 1,680, with 32 plates and illustrations. 

The twentieth edition of Stedman’s marks 
the fiftieth year of its existence and is sub- 
titled “Golden Jubilee Edition.” This print- 
ing has been extensively revised, with the 
aid of a large board of consulting editors 
and help from the dental and pharmacologic 
fields. Thousands of new definitions have 
been written and thousands of new entries 
inserted. Particular attention has been given 
to an enlargement of dental terms, which 
widens the scope and use of the dictionary. 
Many tables and profuse illustrations are 
included. One finds concise biographies of 
the medical “greats.”” The appendix is re- 
plete with information on weights and meas- 
ures, symbols, comparative temperature 
scales, chemical elements with their sym- 
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bols, atomic numbers and atomic weights. 
To the medical writer the section on etymol- 
ogy is fascinating. This dictionary is highly 
recommended. 

PHILIP THOREK, M.D. 


Preventive Medicine in World War II: 
Communicable Diseases Transmitted by Con- 
tact or by Unknown Means. Edited by E. C. 
Hoff, with a foreword by the Surgeon General 
and chapters by 27 contributors. Washington, 
D.C.: the U.S. Government Printing office, 
1961. Vol. 5. Pp. 530, with 74 illustrations, 
55 tables, 18 appendix tables, 12 charts and 
4 maps. 

This volume, the second dealing with com- 
municable diseases, fourth in the preventive 
medicine series and sixteenth in the total 
series dealing with the medical history of 
World War II has chapters on actinomycosis, 
epidemic keratoconjunctivitis, hookworm, 
leprosy, leptospirosis, schistosomiasis, cuta- 
neous infections, impetigo, scabies, trachoma 
and tularemia. One hundred and eighty pages 
of the book deal with the problem of con- 
trolling venereal disease in all theaters of 
operation; this is followed by a considera- 
tion of yaws, Bullis fever, infectious mono- 
nucleosis, etc. The book is well prepared, 
thorough and easy to read. For those 
interested in the historical aspects of pre- 
ventive medicine it is a valuable book, 
written by those whose knowledge of the 
subject and era is the result of direct 
experience. 

WARNER F.. BOWERS, M.D. 


It is by teaching that we teach ourselves, by relating that we observe, by affirming 
that we examine, by showing that we look, by writing that we think, by pumping 
that we draw water into the well. 


—Amiel 





Abstracts from Current Literature 





The Surgical Management of Retinal De- 
tachment. Birge, H. L., Surg., Gynec. & Obst. 
111:205, 1960. 

The factors that contribute to the develop- 
ment of retinal detachment are reviewed, 
as are the various forms of current surgical 
treatment. 

Retinopexy, vitreous implant, scleral 
buckling and resection, light coagulation 
and prophylactic retinal operation are all 
concisely examined by the author. 

As a criterion for considering a 
procedure to correct retinal detachment 
“successful,” Dr. Birge suggests “the re- 
establishment of binocular vision of 20/20 
to 20/40 with a usable visual field.” He 
states that, as this is the criterion for 
success in an operation for cataract, it 
should also apply to operation for retinal 
detachment. 

Although one must be somewhat arbitrary 
in establishing the criteria by which one 
judges the success of operations for retinal 
detachment, the author’s specifications are 
patently unrealistic. 

Detachment of the macula in an elderly 
person is a surgical emergency and requires 
immediate correction. Unfortunately, a large 
number of patients may delay in seeking 
medical attention for days or even weeks. 
Successful reattachment of the retina in 
this and similar instances seldom results 
in better than 20/50 vision. One might, 
however, ask such patients whether the cor- 
rection of their vision to 20/50 represents 
a success. I venture to say that the answer 
would be a resounding “Yes!” 

The author reviews some of the factors 
that may affect the retinal surgeon’s rate 
of success, and offers excellent suggestions 
concerning the extended postoperative fol- 
low-up. 

ROBERT F.. AZAR, M.D. 


Primary Repair of Flexor Tendons. Verdan, 
C. E., J. Bone & Joint Surg. 42-A:637, 1960. 


Of the problems still to be solved in sur- 
gical treatment of the hand, repair of the 
flexor tendons in the digital sheath is the 
least worrisome. Repair of this traumatic 
lesion offers a problem for which many solu- 
tions have been advanced by many capable 
specialists. The author outlines his experi- 
ence with the repair of this defect on the 
basis of his use of primary suturing in 19 
cases and/or his subsequent performance of 
60 tendon grafts. In his opinion, the dictum 
advanced by specialists that “grafts should 
be performed in preference to primary re- 
pair of tendons cut in Bunnel’s no-man’s 
land” is too rigorous. Delayed grafting of 
the tendon is justified only when the surgeon 
has no experience with surgery of the hand, 
or when general or local conditions are not 
favorable to immediate repair. For clean, 
fresh wounds, specialists capable of per- 
forming tendon grafts correctly are a fortiori 
qualified to do surgical suturing. The author 
prefers a technic that consists of excising 
the sublimis, suturing the profundus accu- 
rately with fine epitendonous stitches, re- 
secting the sheath in the region of the 
repair and immobilizing the ends of the 
tendon with two transversely placed stain- 
less steel pins to prevent tension on the deli- 
cate suture line. Should healing hinder glid- 
ing, the author states that a secondary 
tenolysis will produce functional results, 
often better than those attained by employ- 
ing tendon grafts. For multiple simultaneous 
lacerations of the flexor tendon in several 
of the digits, primary repair, in the opinion 
of the author, is even more fully justified 
than when used to correct a tendon lacera- 
tion in one digit. 


CHARLES M. SWINDLER, M.D. 
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Diagnosis of Kidney Cancer.* Evans, J. A., 
Halpern, M., and Finby, N., 175:201, 1961. 

Observations on 100 patients with primary 
renal carcinoma and Wilms tumor are re- 
ported. A case of carcinoma of the kidney is 
observed at the New York Hospital, Cornell 
Medical Center for every 10 patients with 
carcinoma of the lung and for every 4 pa- 
tients with carcinoma of the stomach. 

One-third of the authors’ series had no 
signs or symptoms pointing to the possibility 
of renal disease. Ninety-seven patients had 
hypernephroma. There were 65 men and 35 
women, most of them between the ages of 
41 and 70. Hematuria, pain and a mass were 
observed in only 15 per cent. Hematuria was 
present in 58 per cent; pain, in only 20 per 
cent. A mass was detected in only 15 per cent. 
Two of the patients had polycythemia, which 
disappeared after nephrectomy. Unexplained 
polycythemia may be a clue to renal carci- 
noma. The Papanicolau test of the urine was 
not helpful; it gave negative results in 55 
cases. Roentgenographic differentiation be- 
tween renal cyst and neoplasm can be made 
by renal arteriographic or nephrotomographic 
study. The latter was used in this series. 


WALTER EDKINS. M.D. 


Traumatic Avulsion of the Insertion of 
Flexor Digitorum Profundus. Gunter, G. S., 
Australian & New Zealand J. Surg. 30:1, 
1960. 

It is the intention of this paper to draw 
attention to a type of injury of the hand, 
hitherto undescribed, which is uncommon 
and of particular significance wherever foot- 
ball with Australian rules is played. Every 
season produces a few patients who have 
avulsed the flexor digatorum profundus ten- 
don of the ring finger from its point of 
insertion. Because of its rarity, there is a 
general unawareness of the condition, lead- 
ing to a delay in its diagnosis that conse- 
quently has a bearing on the effectiveness 


af “At the request of Dr. Edkins, this abstract 
from our June issue is reprinted in order to 
correct an error in the opening paragraph. 
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of treatment. A description of the cause of 
the condition, its clinical features and its 
varied management is outlined on the basis 
of 8 cases that have been observed and 
treated in recent years. 

This injury occurs in the healthy young 
male and is most often associated with par- 
ticipation in sports. The typical clinical fea- 
tures of this condition undergo a progressive 
change with the passage of time after the 
injury. The symptoms are pain, swelling and 
stiffness, which are usually explained by the 
patient as a “sprain.” Roentgen examination 
fails to disclose any fracture of the finger. 
A flexion deformity of the proximal inter- 
phalangeal joint becomes apparent some 
days after the injury, when the swelling, 
pain, and acute local inflammation have sub- 
sided. A careful examination will show that 
the tendon sheath over the middle phalanx 
is empty. Weeks or months after the injury 
was sustained and after the inflammatory 
reaction has subsided, physical examination 
discloses a flexon deformity of varying 
severity, occurring in most cases at the 
proximal interphalangeal joint: The opti- 
mum treatment is to repair the end of the 
tendon across the bare area at the base of 
the distal phalanx before the tendon is ir- 
retreviably shortened, provided the tendon 
can be found easily and provided the repair 
will not inhibit further action of the sub- 
limus tendon. Experience has shown that 
such repair should be done within three 
weeks after the injury. 

Early diagnosis is the key to success in 
the treatment of this condition. The main 
cause of delay in diagnosis seems to be a 
lack of awareness of the condition on the 
part of the patient and the failure of roent- 
gen examination to show any fracture in 
the finger. If the diagnosis is made early 
enough, the simple procedure of reapposing 
the avulsed tendon to the bare area at the 
base of the distal phalanx can be _ per- 
formed without the necessity for perform- 
ing either a tendon graft or an arthrodesis 
of the terminal interphalangeal joint. 


CHARLES M. SWINDLER, M.D. 
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only this NEW 
Castle 
POWERIZED TABLE... 


This new and exclusive powerized control system is one of the 
many reasons why the Castle Operating Table has become the 
table of choice in professional circles. Smooth, silent electro- 
hydraulic control gently postures the patient for the most advan- 
tageous surgical approach compatible with the best tolerated 
physiologic position. 





And here’s the simplest system ever designed! Backed by Ritter’s 
thirty year leadership in the design and manufacture of electro- 
hydraulic equipment for professional use. All controls are con- 
veniently grouped in a single panel on a movable arm always at 
the anesthetist’s fingertips . . . for instant one-hand control of 
postural maneuvering. 


offers a 5-SECTION TOP 


Posturing the patient by articulation at the cervical spine, lum- 
bar arch, hip and knee joints can be done ONLY on an operating 
table with FIVE sections, two of which MUST be telescopic 
(spinal and femoral) for precise positioning of the short and the 
tall patient. No other combination of sections can attain this 
anatomical truth. Find out why this common sense equipment 
will appeal so decisively to your surgery team by writing for 
brochure H-256. 
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